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RADIUM IN SURGERY. 


By HEBER RospaRts, M. D., M. E., St. Louis, Mo., 
Founder and formerly Editor American X-Ray Journal, First Pres- 
ident Roentgen Ray Society of America, Member Roentgen 
Ray Society of London, Late Surgeon to the 
Northern Pacific Railway, Etc. 


(Concluded from March issue.) 


ORGANIC LIFE UNDER RADIUM. 


In the Pasteur Institute in Paris experiments are be- 
ing made with radium to determine its effect upon vegetable 
and animal life. It is rather strange to the casual observer 
that while the x-rays do not destroy pathogenic germs, all 
such germs are rapidly destroyed when exposed to radium. 
But when it is understood that the generation of rays from 
these sources differ in the character of their emanations an 
explanation is tenable. Briefly speaking, the projectiles from 
radium are material heat and electricity while the Roentgen 
rays possess the material shorter wave-lengths of electric 
discharges. Both are ultra-violet, but do not cover alike the 
same beams in the spectrum. : 

Experiments which are being conducted by M. Danysz 
are purposely to determine the effect of radium rays on life. 
Those made by M. Bohn at the Biological Laboratory in 
Paris are for the purpose of determining what modification 
radium rays will have on lower forms of life. M. Danysz 
showed the destructiveness of radium to the life of mice, rab- 
bits, guinea pigs, chickens in embryo and vegetables. He is 
quoted as having said: 

“T have no doubt that a kilogram of radium would be 
sufficient to destroy the population of Paris, granting that 
they came within its influence. Men and women would be 
killed just as these mice are killed. They would feel noth- 
ing during their exposure to the radium nor realize that they 
were in any danger. Weeks would pass after their expos- 
ure before anything would happen. Then gradually the 
skin would peel off and their bodies would become one great 
sore. Then they. would die from paralysis and congestion 
of the spinal cord.” But his experiments further proved 
the vivifying influence of radium when used in a milder 
form. It also was used to the point of arresting transforma- 
tion of the larva and some species grew to a very much 
greater size. Angle-worms that were exposed to radium 
rays crawled away from their direct influence and lived, 
while others that were confined directly to the stronger in- 
fluence of the rays, were killed. M. Bohn created monsters 
of the tadpole and there was a change in their breathing ap- 
paratus. He has used radium for the purpose of altering 
fecundated species. . He used radium to create life in the un- 
fecundated eggs of the sea-urchin and it is claimed that they 
were advanced thru several stages of development. Since it 
is known that new species of insects have appeared with the 
Brush electric light, it is not assuming too much to say that 
new life may spring up under the invisible rays of radium. 
Why this is so no one knows. There is a demonstrable 
world of life which is ultra-microscopic—the mundus in- 
Visibilis. Some time hence we may find characters there 
which will give insight into the essence of things. The same 
explanation may apply here as is given for the change 
created in animal tissue causing malignant sores to disap- 
pear. When radium radiations enter the tissues nascent 
oxygen or ozone is generated. Interchemic action alters the 


function of the part, tissue reaction is increast and health 
restored. If this mode of application exceed the limit of 
normal preservation, death ensues ; if continued to the point 
scarcely perceptible the latitude between the two extremes is 
great. Within these limits various gradations of growth de- 
velop. 

MEDICAL USES OF RADIUM. 

Six years’ experience with the x-rays have cleared away 
many complications that would have otherwise surrounded 
the medical uses of radium. Physicians therefore were able 
to take up radium without so much tedious experimentation. 

Dr. McIntyre, of Glasgow, Scotland, late president ot 


Dr. Heber Robarts, of St. Louis, one of the foremost radiographers 
of the world, has had such an interest in radio-therapy—and in radium 
particularly—that he has recently made a special trip to Europe in or- 
der to obtain at first hands every possible bit of valuable information 
concerning the subject. This article embodies his conclusions and 
may be accepted as the best that can be said at the present time. Dr. 
Robarts was the first president of the Roentgen Society of America; 
was the founder of the American X-ray Journal; and is everywhere 
recognized as one of the greatest of x-ray specialists.—Editor. 


the Roentgen Ray Society of London, was among the first 
to use radium in the treatment of lupus and rodent sores. 
He has several radium tubes in use and is an enthusiastic ad-_ 
vocate of radium therapy. 

Dr. David-Mackenzie, of London, related several cases 
to me, which he then had under treatment, some of which 
had resisted x-ray treatment, but were improving with the 
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radium emanations. The British Medical Journal for Janu- 
ary 22, 1904, contains an article from him describing sev- 
eral cases treated with this new agent. He does not claim 
for radium any special selective action over the x-rays. In 
the healing area the phagocytes are increast, leukocytes ap- 
pearing in greater number within the neighborhood and walls 
of vessels, and fragmentation of the coverings of coloring 
matter ensue as is observed after x-ray exposure. But the 
effect with radium is much more rapid than with Roentgen 
irradiations. In other words, tissue reaction is quicker. He 
makes use of four tubes of high activity and these tubes 
are placed side by side in.a row—sealed in that position, 
which gives a broad surface for application and concentra- 
tion. The applicators are glass of orange color. Treat- 
ment is done thru a rubber pocket. He insists that high 
radio-activity gives better results than lower activities. 

Dr. David-Mackenzie has the most convenient and 
least fussy x-ray office in England. He has some advantage 
over other doctors. His mind tends to physics and he is 
possesst liberally with the world’s goods. 

Dr. Margaret Mary Sharpe, of London, has had but 
little personal experience with radium, but she is an en- 
thusiastic worker with the x-rays. She told me she would 
be heard from in some of the American journals upon 
this subject as well as radium, hoping an interchange of 
views across the water would be of some benefit. It was 
she who first defined the various modes of action of the x- 
rays on the human tissue. She was also the first to use ra- 
diant matter for the removal of hair as a professional pro- 
cedure. Miss Sharpe is the foremost “woman doctor” in 
London. 

Dr. C. L. Lyster, of the Middlesex Hospital, is using 
radium of low activity and announces great satisfaction in 
the use of the pitch-blende that has been proven to be radio- 
active. The highest activity of which he makes use is 20,000 
but 7,000 is the principal strength. A separate building has 
been added to this hospital for the use of radiant matter. 
Dr. Lyster is in charge. His successful work has enabled 
him to secure ample endowment. I witnesst his treatment 
of cancers. The applications were made directly against 
the open sore, and time exposure of 30 minutes when using 
high activity. Low radio-activities (as also pitch-blende) 
however was bound to the part and permitted to remain 
sealed upon the diseased structure twenty-four hours. It is 
repeated on alternating days. In using the x-rays he is 
cautious and never burns or permits the healthy tissues to 
become bronzed. Radium is not permitted to do more than 
excite healthy granulations. 

Dr. Sequerie,‘of the London Hospital, has the largest 
field for practical work. The day I was at the hospital 
there were 268 cases under treatment, either by the x-rays, 
Finsen light or radium. <A great deal of reserve was mani- 
fested as to radium because it was “new and powerful.” It 
is in this hospital the Queen of England placed eight Fin- 
sen lights. They are constantly in use. These lights are 
expensive, tedius and require an assistant for each patient, 
constantly pressing the rock-crystal upon the sore for one 
hour. The Roentgen light and radium rays are more ef- 
ficient in the treatment of disease than is the Finsen light. 
The Finsen lights are very alluring but the spectacular part 
will soon give way to other treatment. Radium would be 
more generally used here but for its scarcity. Miss Bland- 
ford is Dr. Sequerie’s most efficient assistant. Her skill and 
her pleasing ways make the entire procedure look easy. 


In the Cancer Hospital, London, radium is quite largely 
used and perfect confidence placed in its growing useful- 


ness. Radium is used in an applicator made of ebonite for 
handling and a quartz shield to contain the radium. This 
shield is held against the ulcerated surface. 

Dr. H. Danlos, of the Hospital St. Louis in Paris, was 
presented with a tube of radium by M. Curie soon after the 
discovery. This is the radium Dr. Danlos has used con, 
tinuously for treating every nature of malignant sore, 
The doctor told me he was satisfied radium would cause q 
class of disease to heal more rapidly than by any other 
means. He does not hesitate to claim for radium the power 
of restoring healthy tissue and the destruction of cancer, 
But he speaks cautiously owing to limited experience and 
time in which the agent has been used. It will pay any phy. 
sician to visit the office of Dr. Danlos—by letter of introduc. 
tion of course. He has the most gorgeously appointed re. 
ception room in France. 

Dr. I. Riviere, Paris, is using radium in conjunction 
with electric currents in the treatment of cancer, both exter- 
nal and internal. The doctor speaks with a great deal of as- 
surance for radium in the cure of malignant ailments. Dr, 
Riviere’s offices are widely known. They are the most near- 
ly complete electro-therapeutic rooms in the world. 


Dr. A. J. Magnin, of Paris, accompanied me on my 
second day’s visit to the laboratory and study of M. Curie, 
The doctor has been a student of. radium in the manner of 
watching its effect in the hands of responsible practitioners, 
Amongst the English speaking physicians in Paris, Dr. Mag- 
nin is the most extensive practitioner. He is quick of ac. 
tion, courteous, fraternal, intelligent, scholarly. He “af- 
firms the value of radium in the treatment of malignant dis. 
eases.” 


There is no question but that radium in the various meth- 
ods in which it can be applied to malignant diseases offers 
a fair hope to some of the inoperable or so-called incurables, 
and an assurance of cure to those afflicted with extenal ma- 
lignant sores. Some of the best minds in this country and 
over the earth have taken up the study of this branch and 
have satisfied themselves of the positiveness of this state- 
ment. But it is not to be understood that conjoined, allied 
and supplemental modes cannot be used. Synergistic rays 
are as applicable here as in medicine. Therefore the x-rays 
for one agent, as an example, will always accompany the use 
of radium. 

The diagram No. 1 represents a “radium applicator.” I 
gave this design to M. Boulay, of the firm Rouseau, in Paris, 
The slightly expanded end is made of very thin aluminum 


Flexible Handle of Sila 
Sizincheslong 


Radium Bulb Applicator (for cavities, such as vagina, rectum, etc.) 


which contains the radium. The extended handle is of sil- 
ver which can be bent without injury, conforming to any 
cavity desired to be reacht. 


No. 2 represents a “radium applicator” with an ex- 
panded disk capable of covering considerable area when 
the ulcerated surface is large. The applicator consists 
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of the same material as No. 1. Radium in any kind 
of a receptacle is really bottled and much of its emana- 


Aluminum disc forkadium 


Radium Disc Applicator (hollow aluminum disc containing 
radium for use on flat surfaces.) 


tions are cut out by the walls of the container. Alum- 
inum is probably the safest and probably permits more radia- 
tions to pass than any of the containers thus far offered. The 
chief object of treatment is simply, in case of open ulceration 
if the radio-activity will reach 20,000, to give 20 minutes 
exposure against the diseased part on alternating days. 
This is sufficient time and strength to cause healthy granula- 
tions when the applications should cease. The application 
can be made to any portion of the throat with perfect ease 
and the same treatment can be applied to all portions of the 
inner regions of the body. Surgery will be called into 
requisition for the purpose of maintaining temporarily fis- 
tulous tracks thru which radium tubes can be used. For 
instance, gastrostomy for treating cancer of the stomach. 

Dr. Wm. J. Morton, of New York City, has recently 
devised means for the treatment of cancers, internal and ex- 
ternal, that are very unique and approach the startling. The 
method consists of using internally such substances as will 
fluoresce under the influence of invisible light. After the 
body has become saturated with these fluorescent substances, 
there is then administered distilled water that has been 
caused to become radio-active by radium emanations. Ra- 
dium has the property of imparting its radio-activity to 
water with great facility and once water has taken on this 
property, it cannot be dissipated by any of the known meth- 
ods of chemistry or art, neither is physiological chemistry 
sufficiently refined to alter water’s radio-activity. However 
the emanations grow less and less in the water until they are 
wholly discharged. When the water is drunk, it (being the 
great solvent) enters all the tissues of the body and being 
radio-active, creates fluorescence in the medicaments that 
have been previously taken. The rays that are thrown off 
from the fluorescent surface presumably become the healing 
agents. If greater fluorescence is found necessary in the 
treatment of the internal cancers, then upon such diseased 
structure radiant matter from the Crookes’ tubes is directed. 
Dr. Morton has written quite extensively upon this sub- 
ject. I have been able to see, personally, many of the cases 
under his treatment. Patients whose malignant growths 
have resisted all known means for relief, express themselves 
now greatly improved under this treatment. The mode 
is quite recent but it is being used to some extent in Europe, 
especially by Dr. J. Hall-Edwards in Birmingham. Dr. 
Hall-Edwards is the radiographer for the General Hospital 
of Birmingham and has about 70 cases under his treatment. 
He told me that with all cases rebellious to treatment by other 
means, he used Morton’s method and was satisfied with 
the result. ; 

Many persons are skeptical about the possibility of water 
taking on radio-activity, but there can be no question of this 
fact inasmuch as shadowgraphs are easily made from the 
glass containing such water. To prove also that the fluids 
of the body become radio-active, blood can be taken from a 


person whose tissues have been made radio-active and 
placed upon a translucent substance, which will shadow upon 
a photographic plate. 

This statement will not meet the reception its worth 
entitles it and must go like other valuable discoveries, thru 
the crucial tests. I have personally seen and imitated Dr. 
Morton in these experiments. But there is some technic 
required to make the preparations. Emanations that go 
off from radium must do so while the salts are not bottled 
if it is desired to confer to water radio-activity. Thru a 
partial vacuum, which has been previously made, the ema- 
nations pass into the water, which receive and retain it for 
atime. This property imparted is conferred radio-activity, 
The water then in turn can impart this property it has tem- 
porarily received. 

Dr. Margaret A. Cleaves has shown that the invisible 
rays of light, above the visible violet, can be used with the 
precision of dosage similar to medical therapy. Some def- 
inite results are already determined which are due to definite 
physical factors. No intelligent person questions the heal- 
ing properties of light, but to establish an intelligent therapy 
with dark light (or invisible light) has been the question, 
The rythmical vibrations, whatever this means,—electrons as 
material particles, ether vibrations of other material, -states 
of matter of intersteller gas—have frequencies recognized 
by the human eye sight between 390 and 760 trillions per 
second. Above 760 trillions the complete vibration rate is 
known to be 288 quadrillions per second and this rate ex- 
tends to the Roentgen ray. This is the dark light phenome- 
non which concerns every intelligent worker with the cura- 
tive uses of radium and the x-ray. Below 390 trillions of 
vibrations per second are the heat rays extending to 70 tril- 
lions and thus far the medical man is not concerned. The 
visible region of light is between 4,358 and 7,593 units. The 
dark light on the red side of the visible spectrum has wave- 
lengths of over 35,000 units as determined by Prof. Lang- 
ley. The ultra-violet region has wave-lengths as short as 
1,200 units thus far observed. Units are the distances from 
crest to crest of wave-lengths of light and they are meas- 
ured on a scale of ten millionths of a millimeter. The entire 
dark light or ultra-violet has therapeutic rays and herein 
the therapy of light finds definite results in dosage. In that 
portion of the invisible spectrum between wave lengths 3,287 
and 2,265 or about the middle of the ultra-violet region, are 
found the bactericidal radiation and this is the spectrum of 
carbon. Other radiations are found that act specifically 
upon muscular activity, and other beams in the spectrum ~ 
act upon tissue reaction, and others that have profound in- 
fluence on metabolism. All these rays are actinic. The 
thermal or heat rays are not actinic and all the infra-red 
rays profoundly influence nerves of the skin and are de- 
pressing to normal life. These rays do not interest, at pres- 
ent, the radio-therapeutist because all the dark light from 
x-rays and from radium are ultra-violet. 

All visible light from the sun possess curative properties. 
Fluorescent light possesses this property also, but only in the 
violet region. The interior of the body is shielded from all 
the visible light by the skin which envelopes it. When the 
interior of the body becomes diseased then this agent for 
repair is wholly cut off and the ultra-violet rays which come 
from the sun are quite insignificant. It is also determined 
that dark light will not carry bactericidal rays thru the skin 
while actinic rays pass thru. But fluorescence on the in- 
terior once establisht by the ingesta of fluorescent material, 
the desired rays for therapeutic use can be made and ap- 
preciated. The blood can be made radio-active and the prop- 
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erty or function of imparting actenic radiations can be con- 
ferred upon blood thru radium emanations placed in prox- 
imity to the circulation or in an open wound freshly made. 
This may be preferable in some cases to the ingesta of radio- 
active substances. These experiments have opened up a 
new vista to the medical man, and seem to light the way for 
him to emancipate man from the frightful disease of the 
ages. 

As has been previously stated glass tubes readily bottle 
radium emanations ; none of Alpha rays escape thru any kind 
of an enclosure and the Beta rays being emanations are also 
bottled. The Gamma rays are the radiations, and these rays 
escape thru the containers, but make up only about five per 
cent of the radio-activity of radium. Therefore it is desir- 
able to use radium as nearly naked as possible. 

In order that radio-active water may be obtained some- 
thing of the following procedure may be successfully used: 


The plan is original with Dr. W. J. Morton, of New York 
City. Dr. Morton has now a plan, not yet complete, which 
will simplify the entire procedure of radium-therapy. The 
procedure here given is new and has not been previously 
publisht. 

In this figure No. I represent a glass jar holding two 
gallons of water to which one-sixth of 1 per cent of salt may 
be added. The air flows steadily night and day and the eman- 
ations are caught in the solution. The water is then radio- 
active. No. 2 is an empty bottle of one quart capacity, con- 
taining an open tube of radium. This bottle gathers the 
radium emanations. No. 3 is a compresst air cylinder with 
a regulating stop-cock permitting air to flow about one bub- 
ble per second. 


[Note by the Editor.—Three cases of inoperable cancer which 
I have seen are showing remarkable improvement under Dr. 
Robart’s treatment with radium: one of the bladder has been 
entirely relieved of pain, and has gained in weight; one of the 
uterus has had cessation of pain and hemorrhage, with improved 
general condition; and one of retroperitoneal carcinoma follow- 
ing excision of the cecum has been attended with reduction from 
the size of a man’s head to that of a small orange, with a gain of 
fifteen pounds in weight.—Lanphear.] 
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THE RELATION OF PELVIC INFLAMMATIONS TO 
APPENDICITIS. * 


By J. MONTGOMERY BALDY, M.D., PHILADELPHIA, Pa,, 


Professor of Oreentens 3 in the Philadelphia Polyclinic. Surgeon 
to the Gynecean Hospital. 


Much has been written lately concerning the relation of 
appendicular inflammation to infection of the female pelvic 
organs ; some by men who seem to have a fair conception of 
the exact conditions—much by those whose ideas are con- 
fused and conclusions worthless. It is worth while to con- 
sider the matter carefully, as it is of importance and of com- 
plicated character unless one studies it from a purely patho- 
logic standpoint. 


Dr. J. M. Baldy, of Philadelphia, is one of the most distinguisht 
of America’s great surgeon-gynecologists. As Professor of Gynecology 
in the Philadelphia Polyclinic he has won great prominence as a 
teacher and as editor of the American Text-book of Gynecology wide 
celebrity as a writer. He is careful, conscientious and painstaking; 
his results at the Gynecean and Pennsylvania Hospitals are testimo- 
nials of the excellence of his work—which is surpasst nowhere at the 
present day. He is a graduate of the University of Pennsylvania, class 
of 1884.—Editor. 


In the first place it must be clearly understood (1) that 
appendicitis and salpingitis are each of infectious origin: 
(2) that either one may exist without the other; (3) that 
there may be a gonococcal pus in the tubes at the same time 
that an abscess of the appendix develops from streptococcus 
or colon bacillus; (4) that (except under certain peculiar, 
rare circumstances) they are absolutely independent condi- 
tions related in no way to one another. In the case of pel- 
vic inflammatory disease the source of infection is the uterus; 


*Abstract of paper read before the Southern Surgical and Gyne- 
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in appendicitis from within the appendix or the intestine. 
It is possibly true that pelvic inflammatory disease may arise 
from traumatism; as may probably also appendicitis-ab- 
scess ; but such cases are so rare as to be mentioned only as 
possibilities. 

In the second place it must be remembered that infective 
trouble of an acute degree often exists in both the appendix 
and the tube at the same time. Indeed it is not an uncom- 
mon experience for operators to find on opening the abdomen 
that both the vermiform appendix and the pelvic organs are 
bound up in a common mass and this condition is bv no 
means dependent on an advanced degree of inflammatory 
process. I have myself seen over a hundred such cases. For 
this reason many surgeons find great difficulty in making a 
diagnosis between these diseases and both worry themselves 
and endanger their patients by unnecessary delays in trying 
to be too refined. The comparatively exact methods of diag- 
nosis of the day are such as to render any exterided remarks 
on this part of the subject superfluous. 

The diagnosis is fairly easy in the majority of cases and 
where any serious doubt exists it rarely fails eventually to 
be settled in favor of the pelvic inflammatory disease. The 
fact of the doubt existing in the mind of a skilled diagnos- 
tician is a strong element pointing to the pelvic origin. 
After the abdomen has been opened, I have yet to see the 
first case in which a doubt remained in my mind as to which 
organ was the cause of the inflammation. If then one has 
a reasonable cause for doubt the incision should be made as 
for pelvic disease, because the chances are largely in favor 
of this trouble, and if by chance it turns out that an appen- 
dicitis exists and that the pelvic inflammation is merely sec- 
ondary, it is because the colon and vermiform appendix are 
so low as to practically be lying in the pelvis and.can readily 
be dealt with thru the median incision. 


Kelly has canvasst the methods of practice of some fifty 
or sixty of the surgeons of the country in the treatment of 
the vermiform appendix when the abdomen has been opened ; 
and twenty of these gentlemen remove this organ as a rou- 
tine in the practice of abdominal surgery ; a very large pro- 
portion of them remove always if it is adherent ; Kelly him- 
self being amongst this number. A few remove it only if it 
is markedly diseased. The reason given by most writers for 
removing it, if it be adherent is that its vitality is lowered and 
that appendicitis is very liable to follow or that it is already 
the seat of mild appendicitis ; in fact, the assumption is that 
in large numbers of these cases the disease is originally an 
appendicitis and that the pelvic inflammation is secondary. 


I am able to appreciate the reason for removing the 
verimform appendix as a routine practice as a prophylactic 


"measure, but am unable to follow the reasoning of that class 


of operators who adopt the practice of removal on the ground 
that the condition of adhesion implies appendicitis or future 
danger of this disease. In the first place, ninety to ninety- 
five per cent of this mixt class are, in origin, cases of pelvic 
inflammatory disease and the adhesion of the vermiform ap- 
pendix is a mere coincidence due to inflammation of contigu- 
Ous serous surfaces as is so commonly the cause of adhesion 
of intestines in pelvic inflammatory disease. Who ever 
thinks of confusing those adherent knuckles of intestine (to 
a pus-tube or a salpingitis) with “infective disease of the in- 
testines”? And how can the mere denuding of the peri- 
toneal coat (and often only the surface portions of it) of 
the vermiform appendix predispose it to a future appendicitis 
or originate an infective process in its mucous-membrane- 
lined cavity? Anyone at all familiar with intra-abdominal 
Processes, surely is aware of the fact that at the end of a 


week or two, one of two things has occurred to such a 
vermiform appendix: either the serous membrane is fully 
reformed, or the organ at the worst is bound down or covered 
over by a film of serous adhesion. The formation of the lat- 
ter condition is well known to be a favorite way of nature ta 
cure certain mild cases of real appendicitis. Call the condi- 
tions what you will, a vermiform appendix so involved em- 
phatically is not “appendicitis” and its removal cannot there- 
fore be justified on this plea. Its removal for the other 
causes noted I believe to be unnecessary in the vast majority 
of cases, as adding always a certain element of danger to the 
operation and not infrequently it is so dangerous as to be ab- 
solutely unjustifiable. 


The justification of taking the additional risk of infec- 
tion and loss of time is of course closely bound up in the 
future behavior of these cases, and one must in the long run 
be governed by experience. Personally, in over one hundred 
such cases I have not found sufficient cause to make me re- 
move the vermiform appendix more than once; and this in 
spite of the fact that in not a few of them inflammatory pro- 
ducts had invaded the underlying coats of the peritoneum. 
In no such case have I ever had to re-operate on account of 
the condition of the vermiform appendix, in none have I 
found symptoms remaining referable to that organ, and in 
no case where for any cause I have had occasion to again 
enter that individual abdomen have I failed to find the local 
repair satisfactory (altho I admit such opportunity of proof 
has been rare.) In no case have I known appendicitis to oc- 
cur subsequently in an appendix I have thus treated. 


I do not wish to convey the impression that an appendi- 
citis could not occur following these pelvic conditions as well 
as under normal conditions, because I can see no reason why 
it should not. I merely record the fact that it has not done 
so for the purpose of supporting my position when I assume 
that this class of injury does not predispose to a future at- 
tack of appendicitis. My experience has led me to differ 
also with those gentlemen who hold that appendicitis gener- 
ates pelvic inflammatory disease or that pelvic inflammatory 
disease generates appendicitis. The two diseases are but 
rarely associated and only then as a coincidence. I am firmly 
of the opinion that the one never causes the other. The as- 
sociation we so frequently see is the one disease involving: 
the other organ by the spread of inflammation by contiguity 
which spread of inflammation does not carry with it the ele- 
ments of the original infection. And when the one organ or 
the other is so involved (simply by reason of anatomical re- 
lations) the disease can in no sense be called appendicitis on 
the one hand nor pelvic inflammatory disease on the other, 
and in neither case is there sufficient reason in the vast ma- 
jority of cases for so treating it. The mere deposit, as shown 
by the microscope, of a few inflammatory products in the 
walls of the vermiform appendix or in the walls of the Fal- 
lopian tubes or broad ligaments does not make appendicitis in 
the one case, nor does it make pelvic inflammatory disease in 
the other case; call it what else you will. 

I would record this one other fact as substantiating the 
position of the one disease not being a causative factor for the 
development of the other. In all my experience I have not 
seeri a single case in which having found pus in a Fallopian 
tube have I found pus in the involved vermiform appendix ; 
nor have I found a perforated or gangrenous appendix in 
such a case. And on the other hand where having found a 
perforated or gangrenous vermiform appendix or one which 
contained pus either in its cavity or enclosed in its walls have 
I ever noticed pus in a Fallopian tube or ovary. Should 


I meet with such a condition it would appear to me (so rare 
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must it be) that the two diseases existed as a coincidence in- 
dependent of each other as far as directly infective from one 
to the other was concerned. If such was not the case the com- 
plications would certainly be of frequent occurrence, much 
more frequently than is even claimed by the advocates of this 
theory, because it is so exceedingly common to find this as- 
sociation even to the extent of the contiguous formation of 
pus. I have not infrequently seen the pelvis full of pus in 
the case of appendicitis without serious implication of healthy 
tubes and ovaries; and have just as frequently seen the 
vermiform appendix form part of the walls of a pelvic ab- 
scess due to pelvic inflammatory disease, the appendix itself 
not being greatly involved. 


PERFORATION OF THE UTERUS WHILE CURETTING. 
—HOW IT HAPPENS. 


By A. LAPTHORN SMITH, MONTREAL, QUEBEC, 
Surgeon-in-Chief/ Samaritan Hospital for Women, Montreal. Pro- 
fessor of Gynecology, University of Vermont. Gynecologist 
to the Montreal Infirmary and Western Hospital. 


In common with many other gynecologists my views as 
to the indications for and the harmlessness of the curet have 
undergone a considerable change during the last few years. 
We are of the opinion that it is being used a great deal too 
often and that it is in many cases doing more harm than 
good. I wish therefore to sound a warning in order that it 
may be employed with great prudence, and only after a most 
thoro aseptic preparation of the patient, the doctor, the in- 
struments and the nurse. One never knows when he begins 
whether he may not have the curet in the peritoneal cavity 
or some of the contents of the peritoneal cavity brought out 
into the vagina thru a hole in the uterus. This latter acci- 
dent was well illustrated in one of my hospital cases, an in- 
operable one of cancer of the uterus. I find that I can secure 
great comfort for these patients such as freedom from sep- 
tic poisoning, from frequent hemorrhages and from the con- 
stant and irritating watery discharge, and also prolong their 
lives much longer than by removing the uterus which of ne- 
cessity leaves some of the disease in the broad ligaments; I 
can do all this, I say, simply by the curetting away all 
broken-down tissue and freely applying equal parts of tinc- 
ture of iodine and carbolic acid to the raw tissues remaining. 
I sometimes repeat this curetting every two or four months 
for two years. 

In one such case the summer before last one of my house 
surgeons askt me to let him perform the operation, to which 
I readily consented. I saw that great aseptic care was taken 
before he began and stood behind him, and he was getting 
along nicely when suddenly he drew down with his curet 
a piece of clean, shiny, fatty material which I at once recog- 
nized as omentum. When I told him this he handed me the 
curet and askt me to finish the operation. The omentum was 
gently replaced under constant irrigation and the hole in the 
uterus was closed by packing some iodoform gauze against, 
but not thru, it. The patient was none the worse—being 
alive yet tho near the end from the malignant disease ; it be- 
ing now a year and a half since this incident. 

There are more than fifty cases recorded and as I think 
the most of them recovered. ‘The first one I saw was while 
assisting my predecessor, Professor Trenholme, at a private 
case. The curet suddenly went in up to the handle ; no iodine 
or packing was used in this case, the uterus being simply 
washt out with sterilized water; and the woman made a 
good recovery. About six times since while cureting for 
endometritis my curet has gone thru the uterine wall, but as 
every thing had been rendered aseptic before the accident 


happened I have never had to open the abdomen to remedy 
it. I could always locate the hole with the sound and the 
only difference I made was that I did not apply iodine to the 
inside of the uterus, altho I believe that even that could be 
done with impunity provided a free exit were provided by 
means of the intra-uterine speculum. If the perforated uter- 


Dr. A. Lapthorn Smith, of Montreal, is Canada’s most celebrated 
gynecologist. Of him it may betruly said he has an international repu- 
tation, for he is Professor of Diseases of Women in the University 
of Vermont, as well as Clinical Gynecology in Bishop’s College of Mon- 
treal. His contributions to American Surgery and Gynecology have 
attracted wide attention and have won for him a name among the 
best writers of the day.—Editor. 


us contracted tightly on the iodine-saturated cotton on the ap- 
plicator some of it might be squeezed thru the hole into the 
peritoneal cavity. 

_ Perhaps one reason why the uterus may be perforated 
aseptically with impunity is that the interlacing muscular 
fibers coming tightly together soon close the hole in the uter- 
ine wall. This brings me to another point ; I do not believe 
that these perforations during dilatation and curetting are 
due to the curet at all, but to the dilator, the ends of which, 
as they separate, tear the uterine muscular fibers apart. In 
three of my cases the curetting was only one of six or eight 
operations that I was doing at one sitting on the same patient, 
including removal of the diseased tubes and ovaries and the 
vermiform appendix ; so after dilating and accidentally per- 
forating the uterus I curetted and then repaired the lacerated 
cervix, a cystocele and rectocele, I opened the abdomen and 
found the little rent in the posterior wall near the fundus 
which had closed itself but which I made more sure of by 
putting in a catgut purse-string suture around it, and then 
went on with the other operations, the perforation being a 
mere incident of the case. As all these cases recovered I do 
not attach much importance to it as long as one recognizes 
its possibilities beforehand and acts accordingly afterwards. 


But the result would be very different if one curetted without 
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thoro asepsis or if one injected bichloride solution or packt 
iodoform gauze into the peritoneal cavity. 

I might just mention a case of peritonitis and death 
which was sent into my ward at the Western Hospital some 
years ago by a very painstaking doctor who while giving 
an intrauterine douche of one in a thousand bichloride went 
out of the room for a moment. The patient was lying over 
the edge of her bed with her feet on two chairs when one of 
them tipt over towards her—the top as it fell striking the 
metallic curet and forcing it thru the uterus. The doctor was 
not aware of this for several minutes when he noticed that 
the fluid had run out of the reservoir but had not come out of 
the woman. She died soon after admission with the symp- 
toms of mercurial poisoning and general peritonitis com- 
bined. 

The accident is especially liable to occur after miscar- 
riages and confinements, owing to the uterus going thru the 
process of involution or fatty degeneration of its muscle. 
The dilator must be used with special caution in these cases. 
A few weeks ago I was called by an esteemed confrere to see 
a lady who had miscarried two weeks before and whom he 
had curetted at noon of the same day I was called because 
the patient had continued to lose too much blood. He 
packt the urterine cavity with a patent packer, but noticed 
that a great deal more gauze went in than the uterus could 
possibly hold. On examining the abdomen he could feel 
the gauze in a bunch at the back of the uterus in the abdomen. 
As soon as the patient came out of the anesthetic she began 
to show signs of peritonitis, the pulse rising and the face 
becoming anxious. She was taken to the hospital the same 
night and operated on at once, when a few ounces of free 
blood were found in Douglas’s cul-de-sac and the omentum 
engaged for an inch or two in the hole in the uterus just be- 
hind the right cornu. The gauze had been removed during 
the afternoon. When it came to sewing up the tear it was 
found that the uterus was so friable that the stitches cut out 
time and again so that it was necessary to go very deeply in 
order to get them to hold. However she made a good recov- 
ery and is now quite well. 

The most dangerous time to use the curet is when there 
is puerperal septicemia, for if the curet is sharp enough to 
do any good it may cut grooves in the softened uterine tis- 
sue and thus open up the lymphatics and promote the absorp- 
tion of toxines. The finger is the best curet to use after a 
confinement and unless pieces of placenta are felt, washing 
out and draining will do much more good than curetting. 


CLINICAL DIAGNOSIS OF SURGICAL DISEASES 
OF THE BREAST. 


By ALFRED DE ROULET, B.S., M.D., CHIcAGo, ILL., 


Formerly Professor of Clinical Surgery and Gynecology in the 
Dallas Medical College. 


_ Inasmuch as the successful treatment of many of the 
diseases of the breast depends entirely upon a correct early 
diagnosis, it would seem advisable to devote a larger portion 
of our time to the subject of clinical diagnosis and less to the 
consideration of laboratory methods. The general practi- 
tioners who have neither the time nor the training for es- 
sentially scientific work are the men who first see the cases 
and their diagnoses, if made at all, must be made solely from 
the clinical aspects of the case. 

_ The differentiation of the various diseases of the breast 
Is not easy; in fact it is often attended with a considerable 
degree of difficulty. The objective signs may be vaguely de- 
fined or so maskt as to be impossible of detection, while other 


signs of great diagnostic value may not appear till late in the 
disease. The history is often imperfect or deficient. The 
patient thru ignorance or stupidity may give an unintelligible 
if not an entirely false account of the development of the con- 
dition. For reasons known only to herself important points 
are often concealed or denied while others are emphasized 
which have no existence save in her own imagination. The 
patient should be subjected to a thoro physical examination. 
The best possible history of the case should, be obtained as 
well as the history of the woman herself, particularly as re- 
gards her previous general health, mode of life, habits, gen- 
eral appearance, variations in weight, etc. Every point -which 
can have any bearing on the case should be carefully inves- 
tigated. In this way many errors of diagnosis will be 
avoided. Nothing is more prejudicial to a correct diagnosis 


Dr. Alfred de Roulet is one of the most accomplisht and brilliant 
young surgeons of the West. With long training as an,interne and 
later as Assistant Surgeon at the great St. Mary’s Infirmary of St. 
Louis he had almost unlimited opportunities for practical work. Later 
as Professor of Gynecology and Clinical Surgery in the Dallas (Texas) 
Medical College he found occasion for developing his teaching ability.— 
Prediction: He will be one of the leaders in Chicago within a few 
years.—-Editor. 


than a preconceived notion on the part of the physician as 
to the nature of the condition. A partisan is not usually a 
discriminating observer and every sign and symptom which 
the patient presents will be almost inevitably distorted to 
agree with the preconceived diagnosis. 

In order to differentiate with some degree of certainty 
the abnormal conditions, it is essential that the physician be 
thoroly familiar with the normal variations in the appearance 
of the breast as well as with the changes which occur dur- 
ing pregnancy and lactation, the senile atrophy after the 
menopause, etc. 

A proper method of examination is a matter of some 
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importance. The examination is best made with the patient 
in the recumbent position, with the chest and shoulders bare. 
Pawing around beneath an undershirt and diving down un- 
der the more or less rigid confines of a corset is not conducive 
either to ease or certainty of diagnosis. It seems hardly neces- 
sary to urge the necessity for extreme care and gentleness in 
palpating the breast. In inflammatory conditions rough 
handling causes much unnecessary pain, while in cancer, 
careless or ill-advised manipulation is probably one of the 
mest active factors in promoting a rapid extension of the 
condition by forcing cancer-cells along the lymphatics. 

The patient having been properly prepared, the palm 
of the examiner’s hand is placed over the nipple, the thumb 


and fingers radiating from this point. The gland is then 


presst gently against the chest wall when any thickening or 
abnormality of the tissues will at once become apparent. 
When the tissues are pincht up between the fingers mistakes 
are easily made, probably the most frequent being that of 
mistaking normal glandular tissue for a tumor. If a lump is 
found it should be examined as to location, in what quadrant 
of the breast it is situated and whether superficial or deep- 


Fig. 1. Regions of the breast. A. Mammillary. B. Internal 
superior quadrant. C. External superior quadrant. D. Internal in- 
ferior quadrant. E. External inferior quadrant. 


seated, its size, consistance, the presence or absence of fluc- 
tuation, the degree of mobility, the condition of the borders, 
whether sharply defined or infiltrating, tenderness on press- 
ure, evidences of inflammation or of enlarged cervical, or 
clavicular lymphatics should be noted. 

It is not my intention to attempt to cover the entire 
field of surgical diseases of the breast but merely to discuss 
the more common ones, and while some of the conditions con- 
sidered (as neurdses of the breast) cannot be considered of 
a surgical nature, they are included because they are often 
erroneously diagnosed as such. 

GALACTOCELE. 

As this condition depends upon the functional activity 
of the breast, the development of a rapidly-growing, non- 
inflammatory tumor in the breast during lactation would be 
very suggestive of galactocele. Being caused by the occlu- 
sion of a milk duct, the cyst at first contains pure milk, but 
in time the watery elements are absorbed to a greater or less 
degree, leaving a curdy mass behind. The tumor commonly 


develops beneath the areola and extends toward the peri- 
phery. When the occluded duct is in a lobule the cyst will be 
deep-seated and located at a distance from the nipple. Pain 
is usually a symptom, being due to the tension and later to 
the weight of the cyst. In recent cases fluctuation is usually 
elicited without much difficulty; in older cases where the 
cyst contents are semisolid a peculiar doughy feel is trans- 
mitted to the surgeon’s fingers. Long standing cases are 
often diagnosed adenomata and sarcomata. The history will 
usually serve to distinguish an adenoma from a galactocele, 
The entire absence of discoloration, adhesions or dimpling of 
the skin, or retraction of the nipple is of value in distinguish- 
ing it from a malignant growth, 


MAMMARY NEUROSES. 


During the establishment of menstruation as well as at 
its monthly recurrence peculiar neurotic conditions of the 
breast are occasionally encountered. These neuroses occur 
most frequently in young unmarried women of indolent 
habits and luxurious tastes. The breast enlarges and is ex- 
tremely sensitive to pressure. Severe lancinating pains may 
be localized in the gland or may radiate into the shoulder, 
arm, and side. Hyperesthetic spots are frequently found 
over the spine and along.the intercostal nerves. On exam- 
ination the breast appears slightly swollen, there is often 


present a vaguely defined area of induration, the indura~ 
tion however is often so slight as to be hardly appreciable. 
| Frequently there are no demonstrable abnormalities. When 
| no tumor is palpable the greater the degree of pain and sen- 
| sitiveness the more certain is the diagnosis of a mammary 
| neurosis. 


HYPERTROPHY OF THE BREASTS. 


| Hypertrophy of the breasts is due to a uniform over- 
growth of all the tissues of the breast rather than to the 
| over development of any one particular element. The cause 
is as yet unknown. It usually commences at puberty and 

ordinarily affects both breasts. The onset is insidious. As 
| the breast enlarges it stands out prominently from the chest- 
| wall, presenting an appearance similar to that of the develop- 

ing breast of a woman pregnant for the first time. The gland 
‘tends to become pendulous as the growth increases, the 
| superficial veins become dilated, the areola enlarges, the nip- 
| ple becomes less prominent, not from atrophy on its part but 
| from the excessive development of the adjacent tissues. The 
skin remains normal and free from adhesions to underlying 
structures. Occasionally there is edema of the more pendant 
portions. Aside from the deformity the enlarged breasts 
cause discomfort and annoyance on account of their size and 
weight. In cases of excessive hypertrophy respiratory dif- 
ficulties are quite common. The diagnosis depends on the 
gradual uniform enlargement of the entire organ and the 
absence of skin or glandular involvement. Symptoms of in- 
flammation are never present. On palpation the sensation is 
that of normal gland tissue, no areas of induration being per- 
ceptible. The manipulation of the breast incident to exam- 
ination does not cause pain. If both breasts are enlarged the 
diagnosis is assured. 

In a case occurring in my own practice (Fig. 2) the pa- 
tient, a rather slender girl of 19, presented the following 
history: When 15 years old both breasts began enlarging, 
the growth being a little more rapid on the left side.. The 
development was rapid during the first four months, then 
intermittent for about 1 month or until she was seventeen. 
Since then there has been noticeable enlargement. At the 
time of examination the left breast measured 1814 inches in 
circumference and 7 inches from the upper border to the 
nipple. The right breast measured 17% inches in circum- 
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ference and 634 inches from the upper border to the nipple. 
At no time has she suffered from pain nor has her general 
health been impaired in the slightest degree. The family his- 
tory is entirely negative The patient has never had any 
menstrual disorders and the pelvic structures are in excel- 
lent condition. 

MASTITIS. 


Acute inflammations of the breast occur most commonly 
during the first four weeks of lactation. Primiparae are 
especially susceptible. In girls and young women mastitis 
is a comparatively common sequel of parotitis. In cases 
occurring during lactation the infection may be traced to 
fissures or excoriations about the nipple, tho occasionally the 
milk ducts are the avenues of infection. 

The onset of an acute mastitis is markt by the appear- 
ance of a small circumscribed painful swelling occurring 
most frequently below the nipple. Ordinarily there is an 
elevation of the temperature, quickening of the pulse, and, 
in severe cases, chill. The symptoms vary widely in differ- 
ent individuals but generally include a sense of fullness or 
distension, sharp lancinating pains in the breast, and extend- 
ing into the axilla and arm. Over the affected area the skin 
is red, tense and edematous. While the inflammation may 
disappear in a few days without suppuration, abscess forma- 


Fig. 2. Hypertrophy of Breast. Author’s case. 


tion is the rule. Inability to elicit fluctuation is easily de- 
tected but in deep-seated accumulations it is impossible of 
detection in large proportion of cases, the natural elasticity 
or resiliance of the breast adding greatly to the difficulty. 

Occasionally mammary .abscesses bear a close resem- 
blance in signs and symptoms to a malignant growth. When 
tenderness is present it is a point of minor importance. 
Tenderness is usually present in abscess and is usually ab- 
Sent in cancer. The most important point in the differen- 
tiation is the history. 

Some time ago thru the courtesy of Dr. A. C. Bernays, 
of St. Louis, I saw a patient who had been sent to him for 
an operation for cancer of the breast. The entire upper and 
outer portion of the gland was occupied by a hard nodular 
mass, with irregular, vaguely defined outlines. The skin 
was pitted and the nipple retracted, the axilla was filled with 
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any point. The clinical picture of cancer could not have 
been clearer. However, the investigation of the history 
brought out the fact that five months previously she had had 
what she supposed was a felon on the right middle finger, 
which had not been opened but had been treated with poul- 
tices. After a few days the swelling went down and a small, 
hard, circumscribed tumor appeared on the back of her hand 
at the base of the middle and ring fingers. The formation 
of this tumor was not attended with pain nor was it tender on 
pressure. A few weeks later she noticed a swelling in the 
axilla, which, while not painful, interfered considerably with 
the use of her arm. Shortly after this she found a lump in 
upper outer quadrant of the breast. This lump had increast 
rapidly in size until she came to St. Louis for treatment. 
On examination numerous enlarged lymph nodes were found 
along the forearm and about the elbow. The diagnosis was 
abscess of axilla and breast secondary to infection of finger. 
In the operating room this diagnosis was shown to be correct. 
The axillary lymphatics had broken down, forming an ab- 
scess which had burrowed along under the fascia, dis- 
sected up the pectoral muscles, invaded the retromammary 
connective tissue and extended into the gland itself. 


TUBERCULOSIS OF THE BREAST. 


Tuberculosis of the breast has the reputation of being a 
comparatively rare condition, but I believe this reputation is 
misleading. It is true that the cases reported are not numer- 
ous, but that proves nothing. Many well-markt cases are 
undoubtedly diagnosed carcinoma while others escape ob- 
servation entirely. Tubercular disease of the breast occurs 
most frequently in women between twenty and forty years 
of age or during the period of the greatest functional activity 
of the breast. In the majority of cases the process is sec- 
ondary to a tubercular infection of the lungs or of the axil- 
lary or cervical lymphatics. In many cases where the lungs 
are the seat of the primary infection, the primary disease is 
of such severity that the condition in the breast attracts lit- 
tle or no attention. The diagnosis depends on the history of 
the case and the physical examination. The patient is often 
thin, pale and anemic. A history of tuberculosis is often 
elicited. The examination, if made before the occurrence of 
abscess formation, will show the presence in the breast of 
one or more—usually two or three—irregular, flattened, hard 
nodes which are inseparable from the gland flissue. They 
are not particularly sensitive. They vary from the size of 
a hazel nut to that of a hen’s egg. They are often more 
or less separated but usually lie in the same quadrant. The 
breast itself is not enlarged as a rule, and on inspection pre- 
sents no noticeable peculiarities. The patient’s attention is 
first called to the condition by a comparatively constant dull 
aching in the breast which develops quite early in the dis- 
ease. It is only.in rare cases that this pain is at all severe 
and it not infrequently happens that it is scarcely noticeable. 
The axillary glands are enlarged, the nipple is often re- 
tracted. When pus has formed the aspirating needle is suf- 
ficent to confirm the diagnosis, while if fistula have formed 
no further evidence is necessary. 

The two following cases from my own practice are 
comparatively characteristic : 

I. Female, 23 years old. Unmarried. Exceedingly 
emaciated. Both parents are living, two sisters and one 
brother died of consumption. Patient herself has well de- 
velopt case of pulmonary tuberculosis. For past three 
months has complained of dull aching pain in right breast. 
On examination two flattened irregular masses were de- 
tected in the upper, outer quadrant. These masses were not 


a dense, hard mass. Fluctuation could not be detected at 


particularly hard, the margins were very indefinite. There 
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was no particular sensitiveness on examination, the axillary 
glands were enlarged. There was no retraction of the nip- 
ple nor dimpling of the skin. On account of the extensive 
pulmonary involvement only palliative treatment was at- 
tempted. The condition was undoubtedly secondary to the 
lung infection. This diagnosis was confirmed two months 
later by an autopsy. 

II Female (See Fig. 3.) 40 years old, mother of 
eight children. About two years ago noticed a swelling on 


Fig. 3. Tuberculosis of Breast. 


the right side of the neck, this swelling increast slowly for 
about three months, since when there has been little or no 
change. About a year ago she began having severe aching 
pains in the right breast. On palpation several hard irregu- 
lar nodules were detected, ranging from the size of an Eng- 
lish walnut to that of a hazel nut. These masses were firmly 
attacht to the glandular structures and could only be moved 
with the breast. The axillary and cervical glands were 
greatly enlarged. Morning temperature normal, evening 
temperature 99 to 100° F, 


SYPHILIS. 


Syphilis of the breast is usually associated with signs of 
syphilis in other parts of the body. It may occur as a typi- 
cal gumma or as a diffuse infiltration of the entire gland. 
In the early stages, as a rule, there is little pain and no ten- 
derness. In the later stages, however, the pain and discom- 
fort are very noticeable. As the process advances the gum- 
ma becomes adherent to the skin, the skin gradually losing its 
normal color and becoming a dull red. As a result of press- 
ure the skin breaks down and ulceration is establisht. The 
ulcer is deep with elevated or overhanging edges. If the 
condition is not greatly benefited by vigorous anti-syphilitic 
treatment, syphilis may be excluded. If markt improvement 
occurs the trouble is probably syphilitic, but it may be malig- 
nant as malignant conditions not infrequently undergo a 
markt temporary improvement under this line of treatment. 
The patient shown in Fig. 4 had been infected with syphilis 
some three or four years before I saw her, had taken treat- 
ment in a desultory way for about six months. On examina- 


tion scars and pigmented areas were found scattered irregu- 
larly over the surface of the entire body. The soft palate 
was almost entirely destroyed. The lymph nodes generally 
were enlarged. In the upper outer portion of the right 
breast were two ulcerating gummata, while in the upper, 
inner quadrant there was a small indurated mass firmly ad- 


” Fig. 4. Syphilis of Breast. 


herent to the skin, the skin at this point being of a deep red 
color. As the patient recovered entirely under the adminis- 
tration of large doses of potassium iodide, there was little 
doubt as to the nature of the condition. 


ADENOMA. 


Of the benign tumors of the breast, pure adenoma is one 
of the rarest; in fact it is so rare that it is a question if 
there really is such a thing. Fibro-adenoma occurs very fre- 
quently. It appears most commonly in the young and but 
rarely after middle age. It does not form metastases, does 
not recur when completely removed and has absolutely no 
effect on the general health. The tumor does not ordinarily 
become very large, rarely exceeding the size of a hen’s egg. 
A fibro-adenoma grows very slowly and is found more often 
in the periphery than in the central part of the breast, and 
is superficial rather than deep seated. Both breasts are 
rarely involved simultaneously tho several tumors may de 
velop in the same breast. 

An adenoma is easily distinguisht from a malignant 
tumor by its slow growth, its perfect mobility, and the ab- 
sence of systematic effects, and lymphatic or skin involve 


ment. 
SARCOMA. 


Sarcoma of the breast (Fig. 5) is not a very common 
condition, somewhat less than four per cent of all mammary 
tumors being sarcomatous. Sarcoma occurs more frequent- 
ly in the young and middle aged than in the old. It appears 
most frequently immediately below the nipple or in the inner 


upper quadrant. As a rule it grows much more rapidly than 
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a carcinoma, and during its development may remain com- 
paratively movable and free from attachments. The tumor 
is smooth, rounded, the nipple is not retracted and the 


ig. 5. Sarcoma of Breast. Patient died three months 
after operation—recurrence in lungs and liver. 


lymphatics are rarely involved. A sarcoma attains a much 
greater size before ulceration occurs than is usual with car- 
cinoma. As the tumor increases in size the subcutaneous 
veins may become immensely dilated from interference with 
the circulation. Its development is seldom painful and the 
general health is not affected until ulceration and metastases 
occur. Ulceration in sarcoma is due to pressure gangrene 
and not to infiltration of the skin with sarcomatous elements. 
In the early stages of ulceration the skin is neither discolored 
nor indurated and is not adherent either to the subcutaneous 
tissues nor to the protruding fungous mass. 

On account of the extreme vascularity of the tumor se- 
vere hemorrhages are frequent. The discharge from the 
ulcer is fetid and offensive. Metastases of the viscera and 
especially of the lungs occur very early. 

Sarcoma is differentiated from carcinoma by its mobil- 
ity, absence of adhesions to or infiltration of the surrounding 
tissues and lack of involvement of the axillary lvmphatics. 
When ulceration occurs the borders of the ulcer are not in- 
durated and everted as in cancer. It is differentiated from 
adenoma by its more rapid growth, production of constitu- 
tional effects, metastases, etc. 


CARCINOMA. 


Of all the tumors of the female breast over 80 per cent 
are ‘carcinomatous. The condition is most prevalent in 
women between 40 and 50 years of age, immediately preced- 
ing the menopause. Cases are occasionally reported oc- 
curring in youngr women, but cancer is- exceedingly rare 
im women under 30 and the majority of such cases reported 
may safely be attributed to errors in diagnosis. Cancer oc- 
curs three times more frequently in the breasts of women 
who have borne children than in those who are sterile. 

In making a diagnosis gf cancer of the breast nothing 
can compare with educated finger-tips on the part of the 
Physician. The microscope should have no place in the pre- 
operative diagnosis tho it is often of value in confirming the 
diagnosis after operation. On palpation, the extreme hard- 
hess of the tumor is the first thing noticed. Except in very 


fat women with loose pendulous breasts the tumor is not dis- 
tinctly movable, as are the benign growths, neither can its 
outlines be clearly distinguisht on account of the filtration 
of the surrounding tissues. 


Fig. 6. Carcinoma of Breast. 


Commonly the first symptom noticed by the patient is 
a hard indurated mass or nodule in the breast, situated as a 
rule in the upper outer quadrant. Usually this nodule is 
discovered by accident, as there has been no previous pain 


Fig. 7. Cancer of the Breast, showing development of tumor be- 
-low nipple. Dr. A. C. Bernays’ patient. 
nor discomfort and no constitutional disturbances. Occa- 
sionally the appearance of the tumor is accompanied by a 
peculiar stinging sensation or pain. This sensation usually 
is not very severe but when present its peculiar character is 
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almost pathognomonic. In many cases of recurrence it is 
the reappearance of this stinging with which the patient be- 
came familiar during the existence of the primary tumor that 
first arouses suspicion. In any case the mere fact that the 
patient complains of this peculiar stinging should be suf- 
ficient to suggest the possibility of cancer. The idea that the 


development of a cancer is attended with the most agoniz- 
ing pain is, unfortunately, deeply rooted in the minds of the 
laity, and it is often difficult to convince them that a cancer 
may occur without causing any appreciable suffering. 

The nipple is frequently retracted, while immediately 
over the tumor the skin is deeply pitted. As the tumor in- 


Fig. 8. Section of diseased breast removed from patient shown 


in Fig. 7. 


creases in size the overlying skin becomes reddened and in- 
filtrated and breaks down, forming an ulcer which proges- 
sively increases in size and shows not the slightest tendency 
toward healing. The cancer not only involves the skin but 
extends backward into the retromammary connective tis- 
sue, the pectoral fascia, and in extreme cases, even pene- 
trates the chest wall and involves the pleura as happened in 
Lanphear’s case. (Fig. 9.) As the disease progresses the 
axillary lymphatics become enlarged and matted together, 
making a firm nodular mass which more or less completely 
fills the axilla. Often there is noted a fullness in the sup- 


raclavicular region on the diseased side which is not present 
on the other. This means that the infection has extended 
along the lymphatics beneath the clavicle and that from this 
point it may follow the chain of lymphatics accompanying 
the internal mammary artery, or it may involve the bronchial 


Fig. 9. Extensive recurrent carcinoma of breast. Dr. Emory Lan. 
phear’s patient. This patient is still alive and in the best of health 
nearly two years after removal of the chest wall and pleura. 


lymphatics at the root of the lungs. Occasioinally the ax- 
illary enlargement becomes so excessive as to seriously in- 
terfere with the venous circulation of the arm, and edema 
and gangrene result. 


In advanced cases of cancer a diagnosis is made without 
much difficulty, but in the early stages it is much more dif- 
ficult, and in many cases is only made by a rigia process of 
exclusion. In all cases inflammatory conditions, syphilis, 
tuberculosis, sarcoma, and the benign tumors must be ex- 
cluded, before a positive diagnosis is made. A careful ex- 
amination of the lymphatics should be made in all cases 
when cancer is suspected. The presence of large matted 
glands in the axilla on the diseased side would suggest 
either cancer or infection, but the apparent absence of lym- 
phatic enlargement would not justify the conclusion that the 
tumor was of a non-malignant nature, as it is often impos- 
sible, in corpulent women. to detect nodes even as large as 
a pigeon’s egg. When the lymphatics generally are en- 
larged and indurated syphilis should be suspected and 
tumor subjected to the closest scrutiny to exclude the possi- 
bility of a gumma. Syhpilis lesions are often multiple and 
show a tendency to heal under vigorous antisyphilitic treat- 
ment. A carcinomatous ulcer is almost invariably an iso- 
lated affection and never heals tho it may remain stationary 
for a comparatively long time. While tuberculosis of the 
breast is occasionally seen it is generally secondary to tuber- 
culosis of some other part of the body. The tubercles may 
be disseminated thru the gland or collected in one or more 
comparatively large masses. The history of the case fur- 
nishes valuable aid in making.a diagnosis. 
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THE RECTUM AS A CONTROLLABLE AND CLEAN 
BLADDER IN EXSTROPHY AND MALIG- 
NANT DISEASE.* 


By J. W. HENson, M.D., RICHMOND, VA., 


Professor of Anatomy and Genito-Urinary Surgery, University Col- 
lege of Medicine, and Surgeon to the Virginia Hospital. 


Most perfected inventions are the result of the succes- 
sive addition of improvements by a number of minds, not one 
of whom perhaps, would ever have thought of the original 
idea. Just so with many surgical operations which are suc- 
cessful in meeting indications. The pioneers, with much 
thought, care and courage, plant and nurse the seedling upon 
which is engrafted, later, various branches by a number of 
workers, the tree finally bearing desirable fruit. 

Intending this paper to be short, I shall consume little 
time in discussing the merits of the question of total re- 
moval of the bladder for malignant disease. 1 am convinced 
there are cases in which such a procedure is indicated, for 
example, when there is a primary growth of decided propor- 
tions, particularly if it be on the base of the organ (where 
it usually is) and there is no secondary involvement of other 
organs and little or no glandular involvement. Partial extir- 
pation of the bladder will not cover all such cases. Total ex- 
tirpation has been done a dozen times with a mortality of 
50 per cent, which is encouraging in view of the fact that 
the operation is in the experimental stage. 

The mortality of every grave operation is much less 
after it has been done many times, partly because surgeons 
learn how to do the work quicker and better and partly be- 
cause their judgment becomes educated in the matter of se- 
lecting cases. The subject for discussion in this paper, how- 
ever, is the provision to be made for the urine in exstrophy 
and those cases of malignant disease in which removal of 
the bladder is indicated. 

In either case, the indications are to provide a new reser- 
voir for urine with the following characteristics : 

1. It should have a physical capacity for several 
ounces. 

2. It should be tolerant of urine to the extent of sev- 
eral ounces. 

3. It should be under involuntary control for retention 
and under voluntary control for retention and expulsion. 

4. It should be clean. 

Few of these indications had been met (and these very 
imperfectly) until Maydl and others by turning the stream 
of urine into the sigmoid flexure or the rectum met them all 
except the last. By this procedure the sufferers are made 
comfortable, having control over their urine, but they all 
die in a few months (or years, at most,) of pyelo-nephritis 
from ascending infection, even with Maydl’s plan of implant- 
ing the whole trigone. To obviate this the rectum should be 
clean. I beg to suggest providing this fourth characteristic 
of the new bladder as follows: 

A few weeks before operating on the old bladder or the 
ureters, do an inguinal colostomy, sever the bowel and close 
the upper end of the lower segment. As soon as union is 
firm, begin systematic irrigation of the rectum which will in 
a short time render it a clean sac ready for conversion into 
a bladder. I do not find it recorded anywhere that exact- 
ly this plan has ever been suggested. 

Modlinski in 1899 reported a very similar plan, viz., 


. that, at the time of the implantation of the ureters into the 


rectum, the gut should be severed, at or below the sigmoid 


*Read before the Tri-State Medical Association of Virginia and the 
linas during the session at Danville, Va., Feb. 23-24, 1904. 


flexure, the upper end of the lower segment closed and the 
lower end of the upper segment stitcht in the abdominal 
wound. Besides the objection of soiling the fresh external 
wound with the fecal current, this plan does not offer a 
clean reservoir at once. There is a bare possibility of infec- 
tion ascending to the kidneys before the rectum becomes 
clean and a greater possibility of infection of the wounds in 
which the ureters are implanted with failure of union. How- 
ever, it is a step in the right direction, I believe, and I wish 
to urge investigation of the merits of the two plans with the 
acceptance of the better. 

Let us review the situation. If a new bladder pos- 
sesses the four characteristics pointed out above, it seems to 
me it must be conceded that it is a success. It must further 
be conceded that Mavdi and others by tvrning the stream of 


Among the teachers of the South the name of Dr. James W. Hen- 
son, of Richmond, is becoming well-known. A graduate of the Medi- 
cal College of Virginia (class of 1899) he has become a member of the 
faculty of its chief competitor, being Professor of Anatomy and 
Genito-Urinary Surgery in the University College of Medicine as well 
as surgeon to the Virginia Hospital.—Editor. 
urine into the lower bowel, have suggested a reservoir with 
all the characteristics but the fourth, for many patients with 
exstrophy have been subjected to this treatment with the 
universal result that they are able to retain their urine, the 
average time being four or five hours, some even as long as 
six or seven hours. 

‘Now if the rectum is freed permanently from the fecal 
current and is made clean before the urine is diverted into 
it, we must grant that the desired new bladder is provided 
and the only question which remains to be discusst is whether 
the sufferer’s condition is improved by substituting one evil 
for another. What is the condition of a patient with a fecal 
fistula after colostomy? He wears, over the opening, a pad 
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which is periodically removed to allow the bowel to empty 
itself, and except in case of diarrhea, he can be clean, is 
comfortable, and is not offensive. Contrast this picture with 
that of a subject of exstrophy. The inflamed and ulcerated 
bladder mucosa protrudes against the clothing or dressings, 
the clothing is constantly saturated with decomposing urine, 
the skin on the abdomen and thighs is chafed and excoriated, 
and there is an ever present foul odor, making the sufferer 
disgusting to himself and others. Would a patient or sur- 
geon hesitate in deciding between these two? 

In the case of malignant disease, death being certain in 
a few years without radical measures, if it be found that ex- 
tirpation of the bladder gives a patient a fair chance of life, 
would one hesitate to select life with a new serviceable blad- 
der tho complicated by a fecal fistula of colostomy? If he 
refuses this, he must have a urinary fistula to make life bear- 


able for the limited time or he must accept excision of part | 


of the bladder or submit to complete extirpation, the stream 
of urine being thrown into the bowel with the fecal current. 
In the first case the urinary fistula will be found not less ob- 
jectionable than the fecal one and the chance of prolonged 
life is lost. In the second case he takes the chance of recur- 
rence which is the rule. In the third case, while the fistula 
will be avoided, life will be sacrificed by infection of the kid- 
neys just as certainly and probably in just as short time as 
if the malignant growth were left to work its will. 

A few suggestions regarding technic I hope may be par- 
doned. The colostomy should be done in the left inguinal 
region and in two stages of course, the steps of the last stage 
-being to sever the bowel completely and close the upper end 
of the lower segment, without entering the abdominal cav- 
ity. Reference has been made to the systematic daily irri- 
gation of the rectum, to be commenced when the union is 
firm at its closed upper end. The solutions for irrigation 
should be mildly antiseptic and their employment for a week 
or ten days should render the isolated cavity clean. When 
about to operate upon the bladder, the fecal fistula should be 
packt tightly with gauze and the abdominal incision should be 
made as far to the right of the median line as is possible 
without embarrassing inspection and manipulation in the 
field of operation. 


CURE OF SPINAL BIFIDA. 


By J. M. WoRKMAN, M.D., WooDWARD, OKLAHOMA, 


Herewith will be found the photograph of a child three 
years of age that I operated upon for spina bifida when the 
patient was but three weeks old. The child is now in excel- 
lent health, and its back in good condition. 

The tumor shown in the picture is nothing more than 
thickening of the skin. Before operation the tumor was the 
size of a large orange. 

My chief object in reporting this success is that in my 
opinion these cases are not necessarily fatal—as I was led to 
believe twenty-five years ago. 

In this case I followed the direction given in Park’s 
Surgery, Vol. II, pages 82-83: “The simplest operation con- 
sists in dissecting lateral skin-flaps, opening the sac, return- 
ing it into the spinal canal with any nerve-structures that can 
be found, closing the divided and dissected, emptied sac by 
means of careful suturing and uniting the skin-flaps over 
the whole. Where the opening is large it is not desirable 
to sacrifice much of the sac, but to fold it into the canal, 
stitch the opposing external surfaces. If the opening be 


small, the redundant sac-flaps should be cut off and the cut 
edges carefully sutured.” 


Photograph of Cured Case. 


In presenting this brief. article I wish to show to those 
having an aversion to the knife for such cases that an opera- 
tion of this kind can be performed even by those who are 
not experts; and with sometimes satisfactory results. 


DON’TS IN MODERN GYNECOLOGY. 


By LuciEN LoFron, A. B., Pu.G., M. D., BELFIELD-EMPORIA, Va,, 
Seaboard Medical of Vir- 
ginia and North Carolina. 


Don’t examine any woman in the absence of a third 
party. 

Don’t tell a patient with merely an eroded os that an 
— will be necessary. Treat the condition always 

rst. 

Don’t intimidate any female candidate ; a placebo is more 
honorable and just as scientific. 

Don’t make a digital or macroscopic examination too 
lengthy. 

Don’t appear embarrasst when approaching the geni- 
talia. You are master and friend. 

Don’t attempt to mix private matters with the sacred 
science of gynecology. The two are incompatible. 

Don’t lacerate a virgin’s hymen. Remember her very 
life is in your keeping. 

Don’t be too free in manipulating the female parts, 
There is no freedom here for an alien. 

Don’t incorporate unclean hands, instruments of 
thoughts in your work when you approach the vaginal route, 

Don’t mistake a spasm of the sphincter vaginae for an 
unholy passport. Almost all neurotics are easily excited 
sexually. 


Don’t titilate a clitoris ee you do. It is worse 


than madness. 

Don’t even criticize a woman who is aaitenn. Remem- 
ber ignorance plays no uncertain role in the life of everyone, 
hygienically speaking. 
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Don’t ever display anger while making an exploration. 
Gentleness, politeness and kindness are the cheapest and 
most effectual weapons one may possess in all vocations. 

Don’t depend upon a female patient to carry out your 
initial instructions, but show her yourself. Results come 
then. 

Don’t massage the region of the pubis. This may be 
one of the grandest sciences of medicine, but for your part let 
this particular location remain in the blissful state of lethargy 
in which you find it. 

Don’t expect every case of laceration to be a life-time 
patient. Be an exception to our esteemed “Brothers of the 
Atomizer and Spray.’ 

Don’t make a hurried digital examination because you 
may have to make many. Once well done, relieves constant 
and unwarranted dread upon the patient’s part. 

Don’t use vaginal tampons in your office practice; if 
you do, your would-be patients will sometimes forget where 
your office is located. 

Don’t criticize a lacerated perineum. No woman likes 
to me reminded that her much-beloved accoucheur did her 
wrong, when she wasn’t looking. 

Don’t dilate an os for supresst menstruation. There 
should be a conscience that is as impregnable as it is scien- 
tific. 

Don’t prescribe an emmenagogue unwisely. French 
practice may be popular but it is not scientific. 

Don’t use a female speculum upon a virgin if you can 
use anything else just as good. 

Don’t call on a bystander to witness any procedure upon 
a female client. She pays you for silence as much as for 
science. 

Don’t make reference about one patient to another. 
The anxiety and curiosity which predominates in this class of 
practice is akin to a mania. 

Don’t fail to speedily recognize a nymphomaniac. She 
is a dangerous product, even when devoid of speech. 

Don’t use ill-fitting pessaries. They generate more 
unwholesome uneasiness and unnecessary alarm than does 
a phantom tumor. 

Don’t measure your success in the art of gynecology 
by the silence which pervades the rank and file of your 
clientele. 

Don’t remove an ovary if you can remove the pain. 
A sexless woman is a slab-stone upon the waning popularity 
of the excessive debauchery of abused woman. 

Don’t pronounce every abdominal pain of ovarian 
origin. Women are surely susceptible to appendicitis and 
mostly every other ache to which the stern sex is liable. 

Don’t call upon the surgical world to note your match- 
less method of doing a hysterectomy, but rather call upon 
all the science and skill that within you lies to save every 
poor sufferer the humiliation of such a formidable under- 
taking. 

Don’t forget that narcosis has removed many enormous 

cystic (?) tumors in its time. 
_ Don't treat the female genitalia altogether, for not un- 
like other diseases they may be dependent on obscure causes, 
the removal of which will not only redound to your credit 
and to the patient’s welfare, but to the science you have the 
honor to represent. 

Don’t attempt the specialty of gynecology without cause, 
a wagon load of “horse sense” and years of experience. 
There are men in the business who have been in harness for 
several decades, who are still staying very near the bank, 
and who will not approach deep water, save under high 
pressure. 


Don’t ask one gynecologic patient anything in the pres- 
ence of another. Your office should be for consultation ex- 
clusively. 

Don’t thrust upon a neurotic the appalling news that 
her condition is always due an abnormal position of her 
womb. 

Don’t tell a candidate she has “falling of the womb.” 
Thousands go around every day expecting this shamelessly 
censured organ to fall between their knees any moment. 

Don’t delude a woman into believing her uterus is 
pinned to her spinal column, or that it is twisted upon its 
axis, or that it is bent upon itself, so that only the recumbent 
position will cure her. Tell her little. Do for her much 
and your name will receive a divine blessing at her hands. 

Don’t stuff a vagina too tightly with your gauzes, your 
wool or your cotton. There is nothing more disagreeable 
than an unnatural foreign body hereabouts. 

Don’t forget that simple advice sometimes is the most 
gracious medicine to your abiding female friends. 

Don’t neglect to always give tight lacing a black eye! 
likewise that infernal machine: “You pay a dollar down and 
one dollar a week.” 

Don’t be tardy in reminding mothers when they have 
daughters approaching puberty, that their rosebuds must 
normally blossom, and that early cultivation results in a 
pure and natural growth. . 

Don’t make the mistake of not assuring your lady pa- 
tients that cold water baths, corsets, and improper physical 
exercise are things to be tabooed while menstruation is in 
sight. 

Don't procrastinate in the treatment of your gynecologic 
patients, for time heals few diseases if any at all ; at the same 
time regularity is one of the main pillars for the successful 
outcome of an undertaking. 

Don’t treat all female comers for some disorder per- 
taining to your branch, remembering that they might oc- 
casionally be afflicted with something else the other fellow 
can do. . 

Don’t be narrow in your conclusions. It requires two 
halves to make a whole; and often more. 

Don’t deny any woman the right to suffer if she so 
disposes. If one makes her bed a hard one, she alone must 
lie upon it. 

Don’t express too much sympathy for your gynecologic 
applicants, should you desire to be successful. It is medi- 
cine to some but ruinous to the majority. Kindness is a 
different proposition altogether. 

Don’t inform the married patient she has specific 
urethritis. Ninety-nine times out of a hundred the hus- 
band will advise his wife to go to some other physician, 
and that you are a genuine humbug. 

Don’t liquidate your claims upon a good paying patient 
by loving her. You work yourself out of a job. 

Don’t deny the husband marital rights only when abso- 
lutely necessary. Always take into consideration a mar- 
ried couple is like a pair of scissors ; come between them and 
you suffer. 

Don’t ever suspect the wife of contaminating the hus- 
band with gonorrhea, until after you have thoroly overhauled 
the gentleman in question, for all husbands are not innocent 
even if they were born so. 

Don’t pronounce every vaginal discharge of your pa- 
tients leucorrhea, for variety is the spice of married life, 
even with many “amen” “hubbies.” 

Don’t use diluted phenol in your vaginal practice. 
Many corroded cervices originate in this way. Use the 
simon pure article for cauterization only. 
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Don’t neglect to make a scientific exploration when you 
visit a foreign vaginal canal, in fact a professional man can- 
not be too skilled in looking after his female patronage. 

Don’t degrade the holy calling of modern medicine, 
even tho you become the “prince of Lotharios ;” it is better 
to be moral than notorious, 

Don't exact from a trusting wife-patient something you 
would tolerate in the husband. 

Don’t try to arbitrate the domesticity of one’s house- 
hold, for a woman’s doctor is her friend, in most every 
avenue of her career. 

Don’t participate in social conversation while you are 
responding to the needs of a case. Sociability should be set 
aside for the drawing room and then to one other than a 
patient. 

Don’t know more than a few female patients well, 
otherwise than in a professional capacity ; for truly familiar- 
ity breeds genuine contempt gynecologically. 

Don’t estimate your surgical skill by the number of 
ovariotomies you have done, but rather by ones you haven't 
done. 

Don’t breathe the name of a sexless woman. Eunuchs 
are no less despised than this class of unfortunate martyrs. 

Don’t fail to learn early in your career that your tongue 
is the keenest instrument you may possess and like a 
scalpel, should be used only when absolutely necessary. ° 

Don’t lead a life of celibacy should you desire to excel 
as a gynecologist. “Man’s love: ’tis a thing apart, ’tis 
woman’s whole existence.” 

Don’t master the anatomy of the female pelvis and its 
immediate contents to the detriment of its contiguous sur- 
roundings, as many obscure female complaints emanate an- 
terior, posterior, and exterior, to the human basin. 

Don’t meditate over the remains of a “hyphenated” 
uterus. Do your duty, as “honor and shame from no condi- 
tion rise, act well your part, there’s where all the honor 
lies.” 

Don’t abruptly terminate your acquaintance with an 
aggravated case, as successes come slowly, and impediments 
should always stimulate you. 

Don’t think you will cure every female who places her 
case in your hands. Should this be true, nothing would be 
left to whet your ambition on. 

Don’t testify before any tribunal against a gynecologic 
patient, where her virtue is involved. A cell for contempt of 
court in this instance is far better than having the con- 
tempt of all the petticoats. 

Don’t scar or demar the arch under which a world has 
passt, nor multiply vexations that cometh therefrom. 

Don’t explore too deeply the sins of abused genitalia. 
Science demand only facts. 

Don’t eradicate (not even lacerate) the hymen without a 
just medical cause, as many lay folk think purity’s shrine 
is herein erected. 

Don’t ever forget that modesty, like honesty and virtue, 
have their rewards ; even cold science allows this. 

Don’t overtax the vaginal tube with treatment. Too 
much medication oftimes turns the tide of your justly earned 
popularity and says nothing of your skill in the exchange. 

Don't cure your female patients too quickly. No woman 
as a rule is willing to submit to treatment unless she has 
been convinced that her’s is a complicated case. 


Don’t apply your skill in a like manner to all comers. 
Variety gets you out of the blessed ruts in which the poor 
doctor is too prone to run anyway. 


Don’t content yourself with being masterful and invinci- 


ble. Too much confidence in his skill and ability brought 


the great Napoleon to his Waterloo. 


Don’t make external display of your surgical tools in 
the presence of prospective patients and others, for some 
believe a hemostatic forcep is as dangerous a weapon as 
a Catlin knife. 

Don't talk anything but business in your office, as 
gynecology is one of the most sacred specialties the doctor 
may adopt. 

Don’t forget finally that the poorest and humblest may 
be as modest and as chaste as the highest and richest. 


PREVENTION IS BETTER THAN ANY OPERATION. 
By GIFrFORD Knox, M.D., WESTFIELD, N. J. 


If the medical profession would spend more time in 
actual research and active discussion on how to avoid in- 
flammatory conditions of the vermiform appendix, the 
cecum, and the contiguous territory, and some less in learned 
dissertations upon how to employ the knife successfully, the 
world would be benefited far more. That which the world 
at large wants to know is how to avoid operations, rather 
than to dothem. The success that has attended the evacua- 
tion of abscesses located in the right iliac fossa, has been re- 
markably gratifying; but surely this obscure and insidious 
disease should not be permitted to go on to the stage calling 
for such operative influence, when daily attendance is with 
the purpose of noting any such advance. The disorder may 
go by either name, appendicitis or perityphlitis. It presents 
itself clinically in acute and chronic forms. In the chronic 
variety we have a pathological condition lying dormant, it 
may be, for years but manifesting itself under special pertur- 
bations at irregular intervals. The changes vary according 
to the duration of attack and intensity of the inflammation. 
In the acute variety the disease is either an inflammatory af- 
fection of moderate severity, tending toward resolution, or 
of great severity tending to end fatally from perforation. 
Are we not justified in believing that there is the chance 
and opportunity of our moderating the severity of the mal- 
ady, and influencing toward resolution? No diagnosis is 
more plain. If the disease goes on to great severity, the op- 
eration demands attention. But why let it go on to sucha 
stage and such severity? Remember two or three things in 
passing. Remember that the coil of the veriform appendix 
unravels when distended, so that it projects into the peri- 
toneal envelope much as if it were a foreign body. Re- 
member that its walls are thinner and weaker than those of 
the contiguous intestine. Remember that its vascular sup- 
ply is also less. Add such facts as these together, and it 
should go without saying that there obtains an extreme lia- 
bility to purulent and necrotic changes, especially when the 
vessels become occluded or their circulation is materially 
retarded by pressure from over-distention, as in case of 
impaction within the appendix. The proneness to ulcerate 
and rupture is quite apparent, and the great danger has to 
do with the contiguity of the appendix to the peritoneum. It 
becomes evident therefore that the disease that results is 
most malignant, killing either rapidly from shock, or im 
brief course, from acute general peritonitis. In the face of 
the terrible mortality we may well ask, are the anatomical 
lesions of such a nature as to thwart therapeutic inter- 
ference? Is science impotent? Is all our dependence to be 
upon “timely surgical interference?” Must we, upon a prob- 
able diagnosis, await the use of the knife? In the first 
place the lesion is not, per se, necessarily fatal, but pur- 
chases fatality from the rapid development of the intercuf- 
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rent complications. Secondly, the menace of peritonitis is 
always imminent. Thirdly, there is no redundancy of tis- 
sue in the appendix, and perforation is the result of molecu- 
lar disintegration with loss of tissue. The patient presents 
the usual symptoms—fever of more or less intesity, anorexia, 
vomiting, nausea, tenderness, and distress, rather than acute 
pain. Three things should be obvious: (1) In proportion to 
the inflammatory process, the severity of the pain increases, 
and that inflammatory process concerns the peritoneum and 
its adjacent cellular tissue. (2) The peristalsis is diminisht 
so that fecal accumulation in the cecum is a constant occur- 
rence. (3) There is an invariable tendency to purulent 
and necrotic changes and perforation may occur at any mo- 
ment during the progress of the inflammation. We have to 
deal with an exudative inflammation of the appendix vermi- 
formis ceci, and continually tending to progress into the 
adjacent tissues. The natural course of this inflammation 
is protracted and markt by slow erosion of these tissues and 
the mucosa. Incident thereto, is infection along the 
Imyph channels, extension of thrombosis along the veins 
of the appendix, local abscesses in subperitoneal connective 
tissue, and the local and general peritonitis due to infection. 
The vessels of the appendix are clogged, as the exudate stops 
both venous and lymphatic circulation. The vasomotor con- 
trol of the artery of the appendix and its branches is inter- 
fered with, and chemic decomposition of the fluids and tis- 
sues is to be reckoned with. Here then is a stage where 
the disease is purely medical; and rightly treated, it could 
hardly be surgical. As soon as the patient has any reason 
to fear the disease, he had best be on the defensive. An 
“old fashioned” English authority has recently said, “We 
never had typhlitis (appendicitis) when we kept ourselves 
under good control by the regular use of the dinner-pill.” 
There is solid sense in that. If Lady Webster had left a 
generous supply of descendants and disciples we would not 
have any appendicitis. There is apt to be constipation, as we 
have said. Dr. Robert T. Morris, askt as to a method of 
preventing the disease, says, “The removal of constipation is 
the removal of one of the dangers.” There is constipation 
necessarily. It is largely due to interference with peristalsis. 
The history of the disease is a history of constipation. Very 
well. Then, when a person who is naturally niore or less 
constipated has the early, prodromic symptoms of appendi- 
citis, let the constipation be corrected, and correction means 
restoration of natural peristalsis. Let there be moderation 
in eating. Nourish him on easily-digested diet. Get the 
bowels regular and keep them so. The free use of pure 
water is an effective laxative, obviating all drastic methods. 
Beware of purging. The small intestines do not need it. 
The colon is impacted, and its contents should be quickly 
washt down with a hot saline soapy enema. With a little 
patience the water can render its offices up to the cecum; 
and the colon freed of its contents is an important beginning 
of treatment. Having cleansed the colon, follow by an enema 
of sweet oil, that the mucous membrane may be healed. 
Repeat the water as needed. Apply cold water compresses 
to the affected abdominal area, to allay heat and pain. The 
clothing next to the skin should be light and porous. The 
relief of pain must be circumspect, or it will impair every 
chance of recovery, and set at naught every important feat- 
ure of treatment. Do not administer an ordinary opiate. 
Dr. Bernays says, and we can not but agree with him, “Do 
not give opium or morphine in the beginning of an attack 
of appendicitis.” He adds, “I know that a great deal of 
the mortality in my practice has been due to the use of those 
drugs before the operation.” Dr. Morris says, “I regard 
opium as a dangerous drug, and a wicked thing to use.” 


But, it will be said, what then? Surely the so-called sub- 
stitutes for opium, the coal-tar products, do not answer all 
of the requirements ; ergo,—opium. I will not discuss this 
question along this line, but granting so much as is salient 
in the opium argument, and yet without any thought of 
bare “compromise,” I would recommend to allay the pain 
by that preparation of opium which is so much of a re- 
liance in peritonitis,—papine. There is no better drug for 
anodyne effect under all ordinary circumstances. As soon as 
the colon is freed of its accumulation, give papine, and con- 
tinue it systemmatically. 

Meanwhile, we are not to forget that everything is 
pointing toward purulent disposition. Dr. Murphy, who, 
when he had done 111 operations for appendicitis, and lost 
but four cases, said: “Pus or gangrene has been the cause 
of about 99 per cent of my cases.” With the beginning of 
tenderness of the abdomen, the chances are all making 
straight for suppuration. Clean out the colon, control the 
pain, fix the habits, but, above all things else, stop that, 
suppuration. Give ecthol. Give it as you have never done 
before. Give it persistently, up to the utmost maximum dose. 
Give it in connection with an appropriate chalybeate tonic, 
with bovinine. Give it to defend that patient from his doom. 
That is all, and that is enough. Clean out the large in- 
testines, and keep them clean, by enemata. Moderate the 
diet, and keep it moderate. Relieve and control the pain 
and the fever by papine.’ Fortify and defend from suppura- 
tion by ecthol. Tonic and stimulating aid to the nervous 
system, the rational use of massage, the ready employment 
of cold water externally, and the enforcement of rest, ‘are 
to be considered in course. Understand, however, the medi- 
cal treatment is not in place of the operative. When the 
disease has progress so far as to demand the operation, ac- 
cede to the demand. But, skillful medical treatment on these 
lines will forestall surgery, and is doing so to-day, in pri- 
vate and hospital practice. One concluding point: The 
equivalent in service is rendered in the medical treatment, 
and who will say that the experienced physician is not en- 
titled to as high praise and as high a fee as the surgeon 
receives for the operation ? 


TREATMENT OF DISEASES OF WOMEN IN 
COUNTRY PRACTICE.* 


By N. G. AVERITT, M.D., CEDAR CREEK, N.C. 


My purpose is not to give a scientific paper, but to dis- 
cuss in a general way what may be done in gynecological 
work in strictly country practice with special reference to the 
difficulties to be met and overcome. My special reason for 
writing is that many men who are “thoroly at home” in other 
branches of medicine fail lamentably both in diagnosis and 
treatment of certain conditions peculiar to women. This 
unfortunate condition of affairs arises from a number of 
causes—chief among which is the idea that the proper 
gynecological practice requires a high degree of surgical as 
well as diagnostic skill. While it is true that many condi- 
tions can be cured only by surgical procedures yet most of 
these conditions can be palliated by competent men and ex- 
istence rendered more tolerable to the unfortunate sufferers 
who cannot or will not submit to surgical treatment. Other 
causes are inadequate equipment of the office, the distance of 
the patient from the doctor and the inability of the woman 
to comply with her physician’s directions. 

*Synopsis of paper read before the North Carolina Medical Society. 
Full paper appears in Charlotte Medical Journal. 
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Some of these obstacles have given me much trouble; I 
have spent many hours in studying how best to overcome 
them. The results of this study and my own experience 
I propose to give. 

In the first place, I have largely given up the idea that 
treatment of many gynecological conditions does require 
such a high degree of skill, or very expensive instruments ; 
and by paying careful attention to examination—not using 
“local treatment” “hit or miss”—and trying to remove causes 
as much as possible, I have found results easier of attain- 
ment than I had once thought. 

Of all methods of examination the bimanual is the most 
important. The speculum, the sound and other instru- 
ments are of use but the finger in the vagina opposed to the 
one on the abdomen enables one to map out the contents of 
the pelvis and determine their condition. To successfully 
practise this method it is of the greatest importance to be 
able to determine what lies between the finger on the inside 
and the hand upon the outside. This is often a difficult 
thing to do, and the ability to do so comes only from long 
and careful practice. The beginner is expecting something 
with denfiite outlines like the oval fundus represented in 
text-books. The thing to be felt for and noted is the pres- 
ence of a solid body between the fingers, its mobility and po- 
sition, the presence of tumors, or inflammatory masses, their 
relation to the uterus and ovaries, the position and size of 
the ovaries, whether a tumor is solid or not. 

I also find it very helpful to know important points in 
their etiology. It is well to remember that among the vari- 
ous causes of gynecological disease, venereal diseases, child- 
birth with its attending injuries, and sepsis, have been and 
will continue to be the most important and frequent. Of 
course there are many other causes, but these are the most 
important to the country practitioner. 

Of the minor causes, the lack of attention during the es- 
tablishment of menstruation and during menstrual period, 
efforts to prevent conception, hard work and accidental in- 
jury are the most common. 

Of the venereal troubles gonorrhea is by far the most 
common, and so far as the woman is concerned the most 
serious. Of all the pitiable things I have seen the most af- 
fecting is an innocent woman infected by a brute of a hus- 
band who thinks “a dose of clap no worse than a bad cold.” 
Many such infections can be prevented if the doctor will but 
speak the word of warning in time. As a rule the husband 
applies to the doctor for treatment for a discharge following 
a suspicious exposure; and if the doctor then warns of the 
immense danger to the woman and the frightful conse- 
quences which may follow infection he will probably either 
refrain from intercourse on some excuse or take a “business 
trip’ away from home until cured—certainly he will do so 
if he has any manhood in him at all. 

If the poor woman has already been infected when the 
situation is explained to the doctor treatment resolves itself 
into vigorous antiseptic treatment of the vaginitis in the 
hope of preventing serious infection of more important 
structures higher in the genital tract. 

As for troubles arising from child-birth and sepsis— 
they should be prevented rather than cured ; the country doc- 
tor should above all things be a good obstetrician ; correcting 
lacerations of the perineum at the time of occurrence, using 
every necessary antiseptic precaution (too often neglected 
even by recent graduates who have been taught better) to 
prevent sepsis. But “there are others”’—and upon their 
omissions and incompetence one’s gynecological practice will 
be chiefly built up. Here the indications are plain: 


(a) Operative for the correction of injuries. 


(b) Mechancial and operative to overcome displace- 
ments. 

(c) Antiseptic, surgical and supporting for septic con- 
ditions. 

As to the difficulty of obtaining assistance when required 
to carry out some special line of treatment or to perform 
some operation I confess that I am often put to my wit’s 
end. Patients-are often fifteen or twenty miles from an- 
other physician, and often too poor to bear the expense, 
What are we to do with these cases? In many of these cases 
assistance is indispensable. Sometimes by fully explaining 
the situation, and urging the necessity of consultation, | 
have been able to get assistance, and I have been forced to 
do the best I could under the circumstances. When abso- 
lutely compelled to rely upon my own ability to relieve the 
woman, I have found it a very good rule to reflect a little, 
By carefully thinking about the case and the various methods 
of treatment at his disposal, the physician will often be able 
to do much to alleviate the sufferings of the woman. 

The most frequent cases occurring in the practice of the 
country practitioner are, probably, those conditions requir- 
ing the use of acuret. An anesthetic is always required ex- 
cept perhaps for the removal of placental remains with a 
large, dull curet or Volkmann’s spoon with a big bowl. 

In reparative work on the cervix or for curetting an in- 
strument of great service is a Garrigue’s weight speculum; 
the bivalve specula of various kinds are valuable for inspec- 
tion of the cervix, but they conceal the anterior vaginal wall, 
distort the cervix, and cannot be used in operations on the 
vagina or uterus; Sim’s speculum has never been equaled in 
simplicity and usefulness, but it requires an assistant to hold 
it; all these objections are overcome in Garrigue’s weight 
speculum: It is self-retaining and by its own weight per- 
fectly retracts the perineum, and another advantage is the 
fact that this speculum is used with the woman in the litho- 
tomy position. This is a very great advantage to me, as I 
have always found it easier to use a curet in this position, 
and it renders manipulation on the vagina or uterus easy of 
performance. 

Many cases, however, such as sharp curettage, opera- 
tions for alacerated perineum or cervix, will require the use 
of an anesthetic, and if the physician is unable to get assist- 
ance, or feels himself incompetent for the task before him, 
he must content himself with palliative measures, or refer 
the patient to the specialist. The later is the sensible course 
to pursue. 

The distance of the patient from the doctor, and her in- 
ability to comply with the instructions of her medical adviser, 
are difficulties hard to overcome. Patients are often located 
so far from the physician that he cannot see them more than 
once or twice a week, and it is, therefore, impossible to carry 
out the classical methods of treatment described in the text- 
books. The patient is also often unable to comply with the 
physician’s instructions because she has to perform all of 
her household work besides looking after a large family of 
children. In consequence of this she cannot take the rest 
so essential in the treatment of diseases peculiar to her sex. 
This is a serious difficulty, because rest is the treatment 
par excellence of female complaints, especially those of in- 
flammatory (septic or gonorrheal) origin. 

To overcome these difficulties has always been the cause 
of much thought and anxiety on my part. The distance of 
the patient from the doctor can sometimes be overcome by 
persuading her to spend a few weeks with some relative 
who may live near the physician, or, if he is situated so he 
may, he can make arrangements (at her expense and with 
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her consent) for her to board with him or near him for a 
few weeks or months. 

If the woman cannot leave home and board near the 
physician, or if it is impossible for her to comply with his 
instructions, I have found the use of the hot water vaginal 
douche given frequently with the woman on her back, 
with the hips elevated, and the use of some good supposi- 
tory or wafer, to do about all that I can do for women so 
unfortunately situated. 

The old “local treatment” of application of “Churchill’s 
tincture” or of iodine and carbolic acid to the endometrium 
or everted cervix has been about abandoned ; but much good 
may often be accomplisht by use of tampons saturated with 
glycerine alone or medicated ; and sométimes even by some 
of the vaginal wafers on the market; or if the physician is 
thoughtful he can get up a formula t6 suit himself and have 
the suppositories or wafers made by any manufacturing 
house. This method of treatment, I am aware is not that 
described in the text-books, but I simply mention it to show 
how it has enabled me to overcome some of the difficulties 
in the practice of this branch. 

In conclusion, I would repeat that this is a branch be- 
set with many difficulties for the country practitioner, and 
the treatment has not been outlined in a classical way, but 
by paying special attention to prophylaxis and using every 
available means of overcoming difficulties, I think much 
more can be done for this class of patients than often is 
done. 


GYNECOLOGICAL NOTES. 


Suburethral Abscess in Women. 


According to Miller (Charlotte Medical Journal) this is not 
at all uncommon, he having seen three cases. They were essen- 
tially chronic when they came under observation. Calculi have 
been found in some cases, and may cause suppuration by lodging 
in the urethra, but this cannot always be proved, since they 
may have been formed from the urine primarily in the sac. Gon- 
orrhea was an existing cause in one of the author’s cases, and 
may have been the cause in a second case, while in the third 
instance the sac was probably formed from a diverticulum. Two 
of the women had borne children, while the one in whom the 
abscess originated in the diverticulum had not. The symptoms 
are principally painful urination and a sense of heat and aching 
distress in the urethra. In cases of abscess discharging from the 
internal urethral opening, frequent urination and tenesmus are 
noted, becoming more markt, according to Skene, the nearer the 
sac is situated to the neck of the bladder. Pus is discharged, 
sometimes suddenly; at other times it oozes constantly from the 
urethra and may be mixt with urine. In one of the author’s 
cases it was discharged into the urethra during coitus. By mak- 
ing pressure thru the vagina downward along the urethra, the 
sac can be emptied readily. Palpation will detect the thickened 
edges of the wall of the urethra, if the trouble has followed peri- 
urethral inflammation. On introducing the urethral speculum, a 
congested mucosa is revealed, and on withdrawing it pus sud- 
denly passes into the urethra as the abscess orifice is passt. A 
bent probe can be introduced and the sac further explored. Ure- 
throcele and sacculation of the middle third of the urethra can be 
easily confounded with these abscesses. There is the same pain- 
ful urination, and there may be loss of control of the bladder, 
but a probe will disclose the small abscess opening and anterior 
urethral wall in its proper position. Dilatation of the urethra and 
Passage of the finger is of special diagnostic and therapeutic 
value. In the cases in which the urethra can be thoroly dilated, 
and the abscess opening enlarged, so that the pus can escape 
readily, spontaneous cure frequently occurs, but when the condi- 
tion is the result of periurethral inflammation, this is not always 
feasible. The best treatment probably consists of incising the 
abscess sac, after which a retention catheter should be worn, or 
the bladder at least emptied at regular intervals with a soft- 
Tubber catheter, in order to prevent infection of the wound. 
Small incision was all that was necessary in the author’s three 
cases. With thoro incision and cleanliness of the sac and vagina, 
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and employment of the catheter, most cases will close within 
eight to ten days. 


Treatment of Puerperal Sepsis. 


Journal of American Medical Association says that Asch has 
performed the radical operation in ten cases after failure of all 
other measures. All but three of the women recovered from 
their despergte condition. He reviews the various indications 
for radical intervention, remarking that in case of saprophytic 
infection the focus usually remains limited to the uterus. Such 
cases only exceptionally require extreme measures. In case of 
streptococcus infection, abdominal intervention with drainage 
thru the vagina is justifiable in advanced stages when convinced 
that the organism is unable to cope with the infection unaided. 
Such conditions are most liable to occur after criminal abortion 
and detachment of the placenta. When the infection has spread 
and induced abscesses in the parametrium—the evacuation of the 
abscesses thru the vagina should be first tried, with removal of 
the uterus by the same route as a last resort. The most serious 
mode of propagation of the infection is by way of the circulation, 
inducing thrombophlebitis. His conclusions are based more on 
the findings in patients who have died unoperated, than on his 
surgical experience. He is convinced that some of the fatalities 
might have been avoided by surgical intervention, even very late. 
Continuing, the Journal says that Rosenstein is inclined to as- 
cribe great value to the silver salts in the treatment of puerperal 
sepsis. He thinks that as testimony accumulates in favor of the 
harmlessness of collargol, we shall feel justified in injecting it 
still more freely and that the results will be much better. The 
results of treatment with nuclein combined with saline infusion, 
as practist at Schauta’s clinic and recently publisht by Hofbauer, 
are even more promising. Their effect is principally to attract 
the leucocytes, and the results were remarkably favorable. He 
mentions formalin injections as requiring further confirmation. 
In conclusion, he relates the history: of a severe case with one or 
two chills a day and spleen much enlarged. Improvement was 
markt after injection of 10 gm. of a 1 per cent solution of collar- 
gol, followed by two similar injections. Under their influence 
the spleen rapidly subsided to normal size. The improvement 
under collargol was unmistakable in this as in a number of other 
cases in his experience. The three injections were made in the 
course of eighteen days. 


Eleven Cesarean Sections. 


Dr. G. M. Boyd, in a recent report to the Philadelphia Obstet- 
rical Society, said: During the past seven years, in treating 
dystocia due to pelvic deformity, I have found it necessary to 
resort to Cesarean section in eleven cases. Hight of these cases 
were operated upon prior to 1903, and have already been reported. 
Of the three patients operated upon this year, one had a gener- 
ally contracted pelvis and a true conjugate of eight centimeters; 
another a generally contracted rachitic pelvis with a true con- 
jugate of 7.5 centimeters; and the other a rachitic pelvis with a 
true conjugate of 7.5 centimeters. A living baby was secured 
in each case and the mother made a good recovery. Celio-hys- 
terotomy was the operation of choice in each case. Of the entire 
series of eleven cases, with the exception of one dead child, the 
list is without a mortality. One patient had lost one child; two 
patients had lost two children; one patient had lost six children. 
There were three repeated Cesarean sections; in four patients 
the elective operation was performed; in seven there was the 
test of labor; in all the elective cases, there was a history of 
one or more labors, ending disastrously to the child. 


Surgical Treatment of Puerperal Infection. 


Dr. H. J. Boldt, Professor of Diseases of Women in the New 
York Post-Graduate Medical School, in a recent article upon this 
subject, says: There are instances of puerperal infection in 
which hysterectomy is indicated, namely, such patients who have 
decomposing placental structure in the uterus that cannot be re- 
moved thru the natural channel. Such instances he thinks to be 
extremely rare, as he has not had an opportunity of seeing even 
one among the large number of such patients under his observa- 
tion. The operation is also indicated by the presence of sup- 
‘purating and sloughing myofibromata. It is further indicated in 
instances of septic metrophlebitis, if it be possible for one to 
make the diagnosis of this condition and with the proviso that the 
general condition still justifies the operation. Whether the hys- 
terectomy should be done by the abdominal or by the vaginal 


route must be determined by the local conditions and with the 
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consideration of the general condition of the patient. If it be 
possible to remove the organ without serious mutilation per 
vagina, that method should be the one of choice. If, however, 
such is not feasible when the organ is too large and the vaginal 
canal too narrow, so that it is evident that the softened uterus 
would be subjected to so much traumatism as to contaminate 
the pelvic peritoneum and the fresh wounds with the septic mat- 
ter, the abdominal route should be chosen. Furthermore, if the 
process be such that it is intended to probably remove the broad 
ligaments and some infected blood-vessels, the abdominal route 
must necessarily be that of choice. That it is possible to remove 
infected veins with a successful result in puerperal pyemia has 
been proved by Trendelenberg. A puerperal uterus with a slough- 
ing myoma should always be removed by the upper route. In 
the acute forms of puerperal septicemia and pyemia in which it 
is probable that the general circulation has been invaded by 
micro-organisms (whether a bacteriological examination of the 
blood at the time of first visit proves this or not), no method 
of surgical intervention is of benefit. On the contrary, it is likely 
to shorten life. In all puerperal infections the form of surgical 
intervention, if one be indicated, must be left to the judgment of 
the physician. 


Cancer from Fibroids. 


The opinion of Dr. Franklin H. Martin, of Chicago, that uter- 
ine fibroids do not undergo cancerous degeneration is not that 
of Dr. Maurice H. Richardson, of Harvard Medical College, who 
in a late article declares that the danger of malignancy is a 
strong indication for the early removal of supposed benign 
growths. The danger from radical intervention is exceedingly 
small. According to the author, uncomplicated hysterectomy in 
a strong woman of child-bearing age is certainly as safe as a 
normal childbirth. In women near the menopause, exploratory 
incision is specially called for, as the danger of overlooking a 
malignant tumor is much greater than the danger from a simple 
exploratory incision. 


SURGICAL NOTES. 


Curability of Tuberculosis of Bladder. 


Motz (Journal of American Medical Association) has wit- 
nesst eight cases of complete recovery from tuberculous bladder 
affection. One patient was curetted and 5 per cent guaiacolated 
oil was instilled; another was treated with instillations of a 1-to- 
5,000 bichloride solution. The others recovered without local 
treatment, after removal of the tuberculous kidney by nephrec- 
tomy or its exclusion by obliteration of the ureter. In two 
cases the affection was so severe that recovery had been con- 
sidered hopeless. The urine contained abundant tubercle bacilli. 
No case of bladder tuberculosis should be considered hopeless 
after these experiences. The general condition should be im- 
proved by every possible means, and the fact should be borne 
in mind that tuberculosis of the bladder is very rarely primary. 
If the kidney is the primary source, its prompt removal will pre- 
vent reinfection of the bladder. Even an extremely severe blad- 
der affection does not contraindicate nephrectomy in such cases. 
The bladder tuberculosis will probably retrogress, but no in- 
stance is on record of the cure of a clinically manifest tubercu- 
losis of the kidney except by ablation of the organ affected. If 
the prostate and seminal vesicles are infected with tuberculosis, 
they should be examined at brief intervals to discover a tendency 
to heal—which is a frequent occurrence. If not, and the lesions 
commence to soften, the irremediable destruction of the neck of 
the bladder should be forestalled by suppressing the focus at 
once and completely. His patients were four men and four 
women, the ages 15 to 45 years. 


Multiple Adenoma of Prostate. 


American Medicine, January 20, contains a report of the fol- 
lowing interesting case by Dr. G. Grank Lydston, Professor of 
Genito-Urinary Surgery in the University of Illinois, Chicago: 
The patient, aged 59, aside from his urinary disturbance, had 
always been a very healthy and active man. For a period of 
more than ten years he had been troubled with frequent micturi- 
tion. For several years past urination had been very frequent 
and painful; the urine had been loaded with pus. There had 
been from time to time slight hematuria. For some time past 
there had been a gradual loss of flesh, the patient being some 
twenty pounds under normal weight. Examination showed a 


median tumor. There was three ounces of purulent residual 
urine which, aside from the pus, was normal. Careful examina- 
tion failed to detect stone. No cystoscopic examination was 
made, as instrumentation was extremely difficult and painful, 
being also attended by hemorrhage. A further consideration was 
the fact that a long cystoscopic examination would only compli- 
cate matters, as operation was to be performed, anyway. After 
five days’ preparatory treatment, perineal prostatectomy was per- 
formed. A Y-shaped incision was made and the Lydston pros- 
tatic tractor employed. By the use of this instrument there was, 
as is usual, no difficulty whatever in bringing the prostate well 
down into the perineal wound. The operation was somewhat 
prolonged because of the number of tumors, altho there was 
very little difficulty in shelling them out with the finger. The 
lateral lobes contained fifteen distinct adenomas of varying size. 
After their removal, a large sessile median tumor was delivered 
by a volsellum, and freed from its attachments by the finger 
with great ease. Beneath the median growth, completely con- 
cealed by it, and occupying a concavity on its interior surface, 
was a good-sized calculus. This rolled out on the floor of the 
bladder as soon as the median “lobe” was delivered and was 
readily removed with the forceps. Including the median lobe 
there were fifteen separate and distinct adenomatous tumors in 
all. The hemorrhage during the operation was very slight, as is 
usually the case when it is practicable to enucleate entirely with 
the finger. The bladder was drained by a large perineal tube, 
which was removed on the fifth day. On the eighth day follow- 
ing the operation, micturition occurred per vias naturales and on 
the fourteenth day the patient left the hospital and reported at 
the office, having almost complete control of the vesical sphinc. 
ter, and micturition being normal in frequency. 


Effect of X-Rays on Epithelial Tissue. 


Warts, it appears, can be cured by the Roentgen ray. Per- 
thes accidentally noticed that a wart on his hand vanisht while 
he was working with the x-rays. He consequently applied this 
treatment in eighteen cases of warts, finding that sixteen van- 
isht completely under the action of the rays. He has been equal- 
ly successful in curing cases of ulcus rodens of the brow and 
recurring carcinomatous nodules in the breast. Commenting 
on which the editor of Journal of American Association says: 
In the discussion that followed this communication at the Ger- 
man Congress of Surgery, Lassar mentioned that the x-rays have 
a remarkable curative action on the professional dermatitis of 
physicians and chemists. Kuemmel reported a case in which an. 
ulcer developt after x-ray treatment and from the ulcer a car- 
cinoma, compelling amputation of the limb. 


Suturing Prolapst Kidney. 


The proper method of suturing a wandering kidney is dis- 
cusst in Annals of Surgery for December, 1903, by Dr. A. H. Goe- 
let, Professor of Gynecology in the New York School of Clinical 
Medicine. He thinks that the essential points to be observed 
are: (1) The colon must be completely detacht from the kid- 
ney, so as to obviate subsequent dragging upon it. (2) Reat- 
tachment must be prevented. This is accomplisht by packing a 
gauze drain beneath and in front of the kidney and by early 
evacuation of the bowels. (3) The sustaining sutures must ve 
inserted under the fibrous capsule in a manner to obviate tearing 
or cutting thru that structure when they are tied, and the suture 
material should be one that is permanent. The suture should 
not be tied to the muscles, but should be brought out upon the 
surface of the back. They should not be removed until sufficient 
time is allowed for firm attachment. (4) The kidney must be 
restored to its normal position, and should not be attacht lower 
down where it may be compresst by the corsets or other cloth- 
ing. (5) The detacht redundant fatty capsule must not be per- 
mitted to come between the kidney and the structures to which it 
is to adhere. This may occur after closure of the wound, and is 
another indication for the packing of gauze around the lower 
pole of the kidney. (6) When both kidneys are operated upon, 
the patient must be kept strictly on her back during three weeks. 
When one has been sutured, she should be turned upon the af- 
fected side only. (7) The operation is indicated before the 
patient’s health is seriously impaired and before the kidney has 
become diseased. A vertical incision made thru the skin to the 
first layer of muscles beginning just below the last rib and ex- 
tending downward along the outer border of the erector spinae 
muscle for 3% inches. The latissimus dorsi is separated in the 
direction of its fibers. The fascia is next divided and the quad- 


very markt, uniform enlargement of the prostate, with a large ratus lumborum exposed. This is drawn inward. The transver: 
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Sepsis is the chief cause of death. Four of the seven cases were 
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salis fascia is next split downward by traction, which avoids 
wounding the iliohypogastric nerve and vessels. The fatty cap- 
sule bulges up into the wound. The kidney can now be located 
with the finger and delivered. The fatty capsule is opened with 
scissors and is completely detacht from the kidney back to the 
hilum. The fibrous capsule is not split or detacht from the kid- 
ney, nor is it scarified. Firm adhesion can invariably be secured 
if the kidney is held immovably in contact with opposing struc- 


- tures. To accomplish this, silkworm gut is a sine qua non. Two 


sustaining sutures are inserted upon the posterior aspect of the 
free border. These penetrate only beneath the fibrous capsule 
and are so placed that when traction is exercised upon them they 
will not tear out nor give way. The suture differs in several de- 
tails from the Brodel stitch and is considered vastly superior 
to it. 


Cancer of the Rectum. 


This subject was very thoroly discusst at the last meeting 
of the New York State Medical Association by Dr. James P. Tut- 
tle, Professor of Pelvic and Rectal Surgery in the New York Poly- 
clinic. He said, among other interesting things that results in 
a surgical operation are all relative. They shculd be estimated 
in accordance with the seriousness of the disease, the conditions 
to be overcome, and the relief obtained by other methods. In 
cancer of the rectum the seriousness of the disease cannot be 
overestimated. It is always fatal unless removed. Some cases 
survive with or without colostomy for twelve or eighteen months, 
but nine months after the disease has become well establisht is 
a long time for the unfortunate patient to live. Without extirpa- 
tion of the cancer most die within one or two years, and during 
the last six months their misery is so great that death is lookt 
forward to with relief. With such facts in view, any measure 
that saves one out of any number of such cases should be lookt 
upon with favor, and one that prolongs the average length of life 


at the same time relieving the pain of the sufferer should be 
esteemed. We shall see later how far extirpation of the rectum | 


and sigmoid can be expected to accomplish these results. He re- 


ports total number of cases operated, 42. 


EARLY RETURN. 
Immediate mortality or death in two months. .7 
Deaths in one year i: 
Deaths in two years 2 
One case after four months, patient still living; 
operation in this case unsuccessful, owing to 
collapse of patient. 
OLD CASES. 
Of the twenty-nine remaining cases, the author has traced twenty- 


two still living, sixteen of whom have survived the operation two | 


years or more, as follows: One 11 years, one 9 years, one 7 
years, two 6% years, two 5% years, nine over 2 years. He em- 
phasizes the necessity of early diagnosis. Four of the fatal re- 
sults were in cases where the disease had been recognized too 
late for any medical help. More than half of the cases had con- 
sulted him as being “troubled with piles.” They had piles, that 
is true, but these were merly the symptoms, and the cause should 
have been recognized. Every case of constipation and every case 
of diarrhea lasting over two weeks or recurring from time to 
time ought to have a careful rectal and sigmoidal examination. 
Thanks to our improved instruments and methods, these examina- 
tions no longer require anesthesia; they are only slightly painful, 
and there is no longer any excuse for delayed diagnosis except- 
ing the interference of the patient. Next to the late diagnosis 


immediately due to this cause. Three of the desperate cases 
died from shock, and all developt high temperatures before death, 
and the author considers that infection in one case was due 
to cutting of the sigmoidal artery and consequent gangrene in the 
lower three inches of the upper segment of the gut. One death 
wd due to cerebal embolism and one to suppression of the 
urine. 


Hernia of the Bladder. 


In an operation at St. Mary’s Infirmary, St. Louis, for Dr. L. 
E. Tomlinson, of Morley, Mo., Lanphear recently cut down upon 
&@ direct inguinal hernia, congenital, of 18 years’ duration, and 
found the contents to be the bladder. Great difficulty was ex- 
rng in dissecting it out, but it was finally returned to the 
pelvis. 


Seven Hip-Joint Amputations. 
A most remarkable report was recently made to the New 


| amputation at the hip-joint, for sarcoma, without a death! He 
|said the tumor originated in the bone or periosteum of the 
| femur in five cases, and in the soft parts in two. The age of the 
| patients ranged between 6 and 56 years. In six cases Wyeth’s 
pins were used, but in the other two the growth extended above 
Poupart’s ligament and pins could not be used, so the external 
iliac artery was first tied. All of the patients made a good re- 
covery from the operation, but only one patient survived opera- 
| tion long enough to be called a cure. This was a,sarcoma of the 
| thigh:in which the mixt toxins of erysipelas and Bacillus prodigio- 
| sus were used for two months before amputation. In one recent 
case the patient was still alive without recurrence; in all the 
other cases death occurred from local or general recurrence in 
from four months to two years after amputation. Of four other 
cases of sarcoma of the femur and thigh, treated by high amputa- 
tion, just below the trochanter, two patients died at the end of 
four months; one died at the end of two and a quarter years, 
and one had recurrence in the gluteal region, which disappeared 
under the mixt toxin treatment, and the patient is alive at pres- 
ent without recurrence, six years afterward. The extraordinary 
malignnacy of sarcoma of the femur was shown by the very 
small number of patients known to have survived for more than 
three years after amputation. He advised systematic use of the 
erysipelas toxin after primary amputation as a prophylactic 
against recurrence. He would not advise such treatment prior to 
amputation in sarcoma’of the femur, on account of the great lia- 
bility to early metastases. The method advocated by Mikulicz 
(resection of the femur), Coley did not think should be adopted 
as a substitute for amputation, as there were no cases treated 
by this method that had been observed for longer than a year, 
hence nothing could be said as to permanent cure. The x-ray, 
he believed, should never be used unless the patient absolutely 
‘refused amputation. 


Kocher’s Operation for Hernia. 

This operation, which Charlotte Medical Journal classes as 
“ideal,” cannot be found described in English text books. The 
fibres of the external oblique and the external ring are clearly 
exposed by a skin incision over the inguinal canal. The cover- 
ings of the cord are divided longitudinally, and the sac is iso- 
lated as far as the internal ring. A small opening is made in 
the side of the sac, and the finger is passt’into the general per- 
itoneal caity to insure that the sac is empty. The apex of the 
sac is graspt by the point of Kocher’s hernia forceps. The apex 
is invaginated into the body of the sac and then made to pass 
along the inguinal canal thru the neck of the sac into the general 
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peritoneal cavity. The skin is retracted upwards. The point of 
the forceps is made to project against the anterior abdominal 
muscles above and external to the internal ring. The point-is 
then exposed by a small incision thru the muscles. The sac is 
drawn thru this opening at the same time that the hernia for- 
ceps are releast and withdrawn. The sac by this procedure is 
inverted and has its peritoneal surface outermost; its position 
and direction being completely altered with the neck projecting 
against the anterior abdominal wall. The sac is transfixt, liga- 
tured, and amputated close to the abdominal muscles. The fore- 
finger is now passt along the canal in front of the cord, and 
seven or eight Lembert’s sutures are passt, the first one being 
thru the muscles above the sac. The second and third sutures 
are passt so as to go thru the neck of the sac besides the two 
edges of muscles. The remainder are passt thru the anterior 
wall of the inguinal canal, the last approximating the pillars of 
the external ring. With the aid of a director when tying these 
sutures a puckered groove is formed, which projects backwards 
into the canal along its whole length. The advantages of this 
operation as compared with Bassini’s, are: (1) There is less 
injury to the tissues in that the external oblique muscle is not 
divided along the inguinal canal as in Bassini’s operation; (2) 
and hence the patient can be allowed about sooner, and (3) 
should suppuration occur and the deep stitches gives way, the 
parts are in no worse condition than before the operation. But 
Bassini’s operation is preferable: (1) in most congenital hernias 
with the sac intimately connected with the cord; (2) when the 
inguinal canal has to be explored to find the sac. 


Rare Cause of Appendicular Abscess. 

Dr. J. C. Bloodgood, of Johns Hopkins University, has had 
the experience of operating for appendicitis and finding an ap- 
pendicular abscess between the folds of the mesentery of the 
small intestines, in the depths of which was a round intestinal 
worm! The patient was a girl, aged 8 years. She was subjected 
to three operations. The first operation was for the drainage of 
the abscess. The incision was made in the median line, as the 
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tumor presented there, and a mass was found between the folds 
of the mesentery extending from the ileo-cecal junction to at 
least the third lumbar vertebra. The appendix was obliterated 
in a mass of exudate. The tumor was opened and proved to be a 
large abscess. It was drained with gauze, and a protective pack 
was placed around it to shut off the general peritoneal cavity. 
Twenty-seven hours later, without waiting for any sign of ob- 
struction except distension, enterostomy was performed at the 
upper portion of the wound. At this second operation it was 
definitely ascertained that obstruction had taken place from the 
great quantity of gauze introduced into the abdominal cavity. 
Two or three round worms were found in the abscess cavity. A 
counter-opening was made into the latter and a gauze drain 
introduced thru an incision placed to the right of the cecum. 
The patient did well after this operation, but developt symptoms 
of starvation, which, in spite of rectal feeding and the introduc- 
tion of food into the lower loop of intestine, became extreme 
by the sixteenth day, and remained till the forty-second day. 
The patient at this time weighed twenty pounds! The obstruct- 
ed portion of the ileum did not become patent until all the gauze 
had been removed from the abscess cavity, and was demon- 
strated by the introduction of methylene blue. Two attempts 
at temporary closure of the fecal fistula by suture were unsuc- 
cessful. On the forty-second day the abdomen was opened and 
a lateral anastomosis was successfully performed. There were 
very few adhesions. The patient made an uninterrupted recov- 
ery after this operation, and eight weeks later weighed sixty- 
five pounds. 
What Can Be Done for Stomach-Cancer? 

Moynihan, who has done so much in gastric surgery, re- 
views (Journal of the American Medical Association) the opera- 
tions and the statistics. The questions he says that are in 
urgent need of settlement are: 1. Will palliative operation on 
the stomach prolong life? 2. Will it make the remnant of life 
more tolerable and the patient feel that the ordeal of the opera- 
tion is justified in the greater comfort that he has obtained? 3. 
Will resection give reasonable promise of cure? 4. Will it not, 
if followed by recurrence, give increast length of days and bet- 
ter health? Kronlein’s statistics are quoted and his conclusions 
stated, namely, that carcinoma of the stomach without opera- 
tion is usually fatal within a year; that gastro-enterostomy pro- 
longs the life of the patient for about three months on an aver- 
age and that gastrectomy, so far as it is followed by recurrence, 
prolongs the life on an average fourteen months. Mikulicz’s sta- 
tistics are also given and compared. The results are almost the 
same as those of Kronlein, tho the number was considerably 
greater. Moynihan says it must be admitted that we rarely ob- 
tain cases early enough to be hopeful and until more accurate 
methods of diagnosis are establisht, it is absolutely imperative 
that we should have recourse to exploratory laparotomy. To 
better our results we must explore not to confirm, but to make a 
diagnosis. While gastro-enterostomy has been spoken of unfav- 
orably, excepting where there is pyloric obstruction, by Kronlein, 
von Mikulicz and others, Moynihan says there is no doubt it is 
occasionally productive of remarkable benefit, even when the 
growth does not actually obstruct by its blocking of the passage 
of food. In the majority of cases, however, little or no benefit 
results. If after exploration a growth is found obstructing the 
pylorus or narrowing the stomach and causing an hour-glass con- 
dition, or if food stasis is present gastro-enterostomy will give 
very decided relief, but if the growth is confined to one or other 
of the curvatures without stenosis or stasis, this operation will 
not prolong life or make it more comfortable. The operation of 
gastrectomy in the hands of von Mikulicz, Carle and Fantimo has 
given less mortality than gastro-enterostomy. It prolongs life 
more and there is a greater degree of comfort to the patient. 
He is relieved by the removal of a foul, ulcerating growth and 
while, in the majority of cases, the growth will recur either 
locally or generally, the question arises whether it should not 
be performed deliberately as a palliative operation, even when 
an early secondary deposit can be seen elsewhere. He sums up 
its advantages over gastro-enterostomy thus: In the most com- 
petent hands its mortality is even less; that prolongation of life 
for ten months longer than the period for gastro-enterostomy is 
the rule, and that the comfort, general health and appetite are 
all emphatically better and the patient has a chance, tho it may 
be a slim one, of complete recovery. Taking all these into con- 
sideration no doubt the operation of choice will be gastrectomy. 
If it is found on opening the abdomen that neither of these opera- 
tions can be performed, some relief may be obtained by perform- 
ing duodenostomy or jejunostomy. The scope of these operations 
is limited, but where prolongation of life for a few weeks is of 
great importance they are justified. The operations are simple, 


easily done, cause little or no shock and if it is necessary can 
be done under cocaine anesthesia. 


As to Aspiration of the Chest. 

It is often said that “tapping the chest is a very simple 
thing.” Such is not the cause; more empyema arises from the 
dirty exploring needle than from any other cause. So, in intro. 
ducing the aspirator or trocar as much care should be used in 
cleaning the skin and needle as would be in making preparation 
for an abdominal section. In thrusting the needle for evacuation 
accumulated serum, allowance must be made for expansion of the 
lung to take the place of the fluid removed. When the lung is 
bound down by adhesions that much suction is required to re. 


move the fluid from the pleural cavity, the attempt should be. 


abandoned, as persistance may result in rupture and excessive 
intrapleural hemorrhage. 


Modern Herniotomy. 


Commenting upon a report of Dr. W. B. Coley, of New York, 
which appears in Annals of Surgery for July, American Medicine 
says: That a single surgeon is able to report more than 1,000 
operations for hernia, done within the space of eleven years, is 
remarkable. In a paper in which he reports 1,003 herniotomies 
Coley states that the mortality from operation for the radical 
cure of inguinal hernia was, prior to 1890, about 6%. Counting 
recent cases not computed in his tables his total number is 1,075, 
among which there were but two deaths, or a mortality of less 
than ¥% of 1%. Among the last 500 patients operated upon there 
was no death!! Goldner reports that in the Vienna clinic there 
were but three deaths in 804 herniotomies; at the Johns Hopkins 
Hospital there was but one death from 459 such operations; and 
in Carle’s clinic, in Rome, there were two deaths in over 1,400 
radical cures. So much for the comparative safety of the pro- 
cedure in competent hands. About 700 of Coley’s cases were 
among persons under 20 years of age, the greater number be- 
ing among children. He states that contrary to general belief 
operation for inguinal hernia in the child is more difficult than 
in the adult, but when properly performed and with intelligent 
after-care the results are equally as good as in patients of ma- 
ture years. Prior to 1890 his operations by the Czerny and Socin 
methods, performed on children with inguinal hernia, showed a 
recurrence of 50% during the first year. In 917 operations by 
the Bassini method, which for inguinal hernia is now employed 
almost exclusively, there were only 10 relapses. Bassini’s meth- 
od for femoral hernia was employed in 16 cases of that variety, 
with one recurrence; and the purse-string method was employed 
in 50 cases without a relapse. Including operations for both in- 
guinal and femoral it was found in a large series of relapses that 
about 80% occur during the first year and 65% during the first 
six months. The relapses in 705 cases of both inguinal and 
femoral whose histories could be followed amounted to only 
2.4%. In the entire series of 1,003 cases there were 937 inguinal 
(14 being direct), of which 756 occurred in males and 181 in 
females, and 66 femoral. Coley believes most of the cases of 
wound infection formerly thought to be due to improperly ster- 
ilized suture material are, in fact, due to the septic hands of 
the operator or his assistant. This has been proved by the use 
of rubber gloves. Prior to their employment in his service the 
suppurative cases amounted to 4.2% per cent; since their intro- 
duction the number has fallen to144%. A synopsis of the technic 
in a series so large and favorable cannot but be of interest. The 
slight modifications in Bassini’s method consist in the substitu- 
tion of absorbable kangaroo tendon for deep sutures in lieu of 
silk; and the placing of a suture above the emergence of the 
cord, i. e., the cord near the internal ring emerges between two 
interrupted sutures, which unite the internal oblique to Poupart’s 
ligament. Both of these points Coley esteems of importance. 
The aponeurosis of the external oblique muscle is closed 
with continous kangaroo suture and the skin with catgut. 
A plaster spica is used in children under 14 years of age. The 
wound is dresst on the seventh day and the patient in kept in bed 
for two weeks. A spica bandage is applied for a month, after 
which time no support is worn. Children under 4 years aré 
usually not operated upon unless the hernia is strangulated, be 
cause about two-thirds of such cases can be cured by the ju 
dicious use of a truss. The paper in question is a valuable con- 
tribution to one of the most important subjects in surgery. The 
lessons which it teaches are that, given a proper technic and 
careful after-treatmient, herniotomy presents a mortality which is 
almost nil; that recurrence in both children and adults should 
be very rare; ‘and that suppuration following operation can, 
with properly sterilized suture material, be almost entirely avoid: 
ed by the use of rubber gloves. 
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